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H Selective action in anxiety and tension states 
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aa 1 complete freedom from side effects. It has proved effective where other 
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2:4-Diamino-5-phenylthiazole hydrochloride 


and Morphine 


in the treatment of intractable pain 


A further clinical report on the use of “‘ Daptazole”’ and Morphine 
published in the “* British Medical Journal” of 21st January, 1956, 
confirms that the administration of ‘‘ Daptazole”’ with large doses 
of Morphine results in the alleviation, of the intractable pain of 


terminal carcinoma. 


** Administration of large amounts of morphine 
without respiratory depression, narcosis or depres- 


In this paper sion of the cough reflex ; amiphenazole apparently 

the results of the treatment in prevents the onset of any marked tolerance to 

127 cases are morphine, and possesses a central nervous stimu- 

described and the main lant action of the caffeine type ; and treated cases 

advantages of the com- have a bright mental outlook under otherwise 
bination summarized thus :— hopeless conditions.” 


Further information and literature available to the 


medical profession on request. 


“‘ DAPTAZOLE” is freely prescribable under N.H.S. 
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A capillary haemostatic 
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Does not affect coagulation, has no sympathomimetic properties 


Research directed at discovering a substance 
which provides capillary haemostasis without 
causing any undesirable side-effects has led to the 
development of Adrenoxyl. 

ADRENOXYL reduces the mean bleeding-time 
by decreasing the permeability and increasing the 
contractility and resistance of the capillary wall. 
Clinical work has demonstrated its effectiveness in 
diminishing blood loss. 

ADRENOXYL does not affect blood coagula- 
tion, blood pressure or pulse rate, and in fact does 
not possess any sympathomimetic properties. 
There are no contra-indications to its use. 
ADRENOXYL is indicated in the preventive 
and curative treatment of all types of capillary 
bleeding. Reports have been received of the 
favourable results obtained in ear, nose and throat, 
ophthalmic and plastic surgery, and a considerable 


amount of interest has been shown in the product 
by surgeons practising in all fields of their science. 
ADRENOXYL, in addition to its use in surgery, 
is being prescribed for medical conditions associ- 
ated with capillary fragility. 

ADRENOXYL may be administered by mouth 
and by subcutaneous or intramuscular injection. 
The best results are obtained when both injections 
and oral administration are used. 


Ampoules—Boxes of 6 and boxes of 50. Each 
ampoule contains 0.75 mg. of adrenochrome 
monosemicarbazone dihydrate. 

Tablets—Tubes of 25 and bottles of 500. Each 
tablet contains 2.5 mg. of adrenochrome 
monosemicarbazone dihydrate. 


ADRENOXYL may be prescribed on E.C.10. 
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MHematrix 


Ointment 


HEMATRIX is designed for the immediate 
relief of itching and localised pain through pro- 
gressive treatment of the enlarged and varicose 


tissues by mild antacid astringent 
HEMATRIX acts promptly, effectively 
and thoroughly, promoting the disap- 
pearance of subjective symptoms. 
Hematrix Ointment is presented in a 
tube with an applicator for internal use, 
and contains: 


BENZOCAINE 6% 
ALUMIN. OXIDE 75% 
ZINC OXIDE 15% 
BALSAM PERU 2°5% 


action. 


For the treatment of haemorrhoids, pruritis ani, and 
inflammatory eczematous lesions in the anal region. 


Hematrix 
Suppositories 


An alternative method with the inclusion of Bis- 
muth Subgallate and Resorcin in the formula 
gives added value in pruritis and sepsis. Also 
gives maximum relief from pain and itching. 
The distinctive straight-sided, conical 
shape is selected for giving prolonged 
contact with the anal canal, and 
greatest ease of insertion. The more 
gradual displacement of the orifice so 
permitted is of marked benefit where 
fissure is present. 
Each suppository is plaquetted in 
transparent acetate and supplied in 
boxes of 12. 


S Maw Son and Sons Limited Barnet England 
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Eating Out... 


Out-of-doors eating provides many pitfalls for the dyspeptic — 
no fixed mealtime, unaccustomed diet, and perhaps a holiday 
recklessness in the choice of dish. 


A tablet providing prolonged control of gastric pH is ‘the 
answer — and pRODEXIN does this in the most unobtrusive way. 
Prodexin tablets contain aluminium. glycinate and when slowly 
sucked they release into the stomach freshly liberated aluminium 
hydroxide gel, an effect that has been described as physiological 
titration.* One tablet can control gastric pH at a safe zone of 
between 3°5 and 4°5 for up to 2 hours. 


* Aerztl. Wochenschr., 34°35: 788, 1955. 


Each Prodexin Tablet contains : 


Aluminium glycinate o-9 gm. 
Light magnesium carbonate o-l gm. 
Packings : 


Cartons of 30 individually wrapped tablets and 
dispensing packs of 240. 
Basic N.H.S. cost of 240 tablets 30s. 4d. 


c. L. BENCARD LTD - PARK ROYAL - LONDON - N.W.10 
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Take any Crowd: in it you are certain to find some who are 
hypersensitive to substances regarded as inoffensive by 
most of us. But discomfort and distress are not inevitable 
results of exposure to offending allergens. 

Whenever symptoms of allergy or sensitization limit the 
patients activities, treatment with one of the M&B brand 
antihistaminics is indicated for prompt symptomatic relief. 


‘ANTHISAN’ 50 and 100 mgm. tablets « Elixir (25 mgm. per 
3-6c.c., approx. 1 teaspoonful) «2-5% solution for injection. 


‘PHENERGAN’ 10 and 25 mgm. tablets « Elixir (5 mgm. per 


3-6c.c., approx. | teaspoonful) « 2-5%, solution for injection. 
Detailed information is available on request 


MANUFACTURED BY MAY & BAKER LTD 


MA 3643 
PHARMACEUTICAL SPECIALITIES (MAY & BAKER) LTD. DAGENHAM - ESSEX 
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new 


for 


Angina Pectoris 


In ‘Pentoxylon’ the tranquillizing, bradycardic influence of 
*Rauwiloid’ brand alkaloid hydrochlorides of Rauwolfia serpentina 
is allied to the prolonged vasodilating effect of pentaerythrityl tetra- 
nitrate. This new combined therapy represents an important advance 


in the long term treatment of angina pectoris. 


Although some patients will still occasionally require glyceryl 
trinitrate, in many others ‘Pentoxylon’ will provide complete relief 
from anginal attacks. It will also bring: ‘‘gratifying reduction of 


anxiety and relief of apprehension .. .” 
North-West Med. (1955) 54: 34 


Dose: 1 tablet four times a day, before meals, increased later 


if necessary. 


RI R *Pentoxylon’ is available in tablets, each containing 
1 mg. of ‘Rauwiloid’ and 10 mg. of pentaerythrityl 


tetranitrate, available in bottles of 25, 100 and 500. 


*“RAUWILOID* and 
*PENTOXYLON’ are registered trademarks 
Registered Users: 


Ri KER LABORATORIES LTD 


LOUGHBOROUGH LEIcs, 
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Childuen like it... wom dont 


One week’s treatment with ‘ Antepar ’ Elixir is 
| i usually sufficient to eradicate threqdworms. A single 
fj dose clears roundworms from the gut. Effective 
without fasting, purging or supporting measures, 
fj *Antepar ’ acts by paralysing the worms—they are 
then expelled by normal peristalsis. 
ti *Antepar ’, the original elixir of piperazine, is 
£ well tolerated by patients of all ages. Its pleasant 
taste is popular with children. Containing piperazine 
# citrate equivalent to 500 mgm. of piperazine in 
each fluid drachm, ‘ Antepar ’ is supplied in bottles 
rf of 4 fl. oz. and 20 fl. oz. 


‘ANTEPAR’ ELIXIR 


WELLCOME & CO. (tHe weiicome FOUNDATION LTD.) LONDON 


Associated Houses: AUCKLAND BOMBAY BUENOS AIRES CAIRO CAPE TOWN DUBLIN KARACHI MONTREAL NEW YORK RIO DE JANEIRO SYDNEY 
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For TINEA PEDIS 


TINCTURE supplemented 
by POWDER for dusting - 


into socks and stockings “ 


and OINTMENT 


at night 


Pachings: ASTEROL TINCTURE (5 per cent) is available in bottles of 30 c.c. and 250 c.c. 
ASTEROL OINTMENT (¢ per cent) is available in tubes of 2 5 g. 
ASTEROL POWDER (5 per cent) ts available in tins of 30 g. 


ROCHE PRODUCTS LIMITED + 15 MANCHESTER SQUARE - LONDON -: W.1 
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STAPHYLOCOCCAL PNEUMONIA IN THE 
NEWBORN 
AN EPIDEMIC WITH 8 FATAL CASES 


D. W. 
M.B. N.Z., M.R.C.P., M.R.A.C.P. 
SENIOR MEDICAL REGISTRAR 


A. F. Burry 
M.B. N.Z. 
ASSISTANT PATHOLOGIST 


PUBLIC HOSPITAL, CHRISTCHURCH, NEW ZEALAND 


STAPHYLOCOCCAL pneumonia in the newborn has been 
an uncommon cause of death in recent years. Except 
under optimal conditions minor staphylococcal infections 
are prevalent in nurseries but generally cause little 
concern. Gaisford and Lightwood (1955) cite an incidence 
of 3%. 

We report here an epidemic of staphylococcal infection 
which began in a nursery as widespread skin lesions 
but culminated in pneumonia, of which 8 cases were 
fatal. The clinical and pathological features were 
remarkably uniform. The most disturbing feature of the 
epidemic was the resistance shown by the causal organism 
to antibiotics. 

The Epidemic 

In Christchurch, as in other parts of New Zealand, 
at least 95% of deliveries take place in maternity hos- 
pitals. With the rapid increase in population hospital 
facilities are strained, and overcrowding of nurseries 
is common throughout the country. 

The nursery involved is the maternity annexe of 
a large private hospital in Christchurch. All the babies 
were accommodated in a single large room, which 
includes a subdivision for premature infants and is 
considered to provide adequate space for a maternity 
unit of 30 beds. However, in this hospital, as in other 
maternity hospitals, it has often been necessary to 
exceed considerably the desirable cot-occupancy rate. 

At the outbreak of the epidemic minor staphylococcal 
infections were considerably more prevalent than in 
other maternity hospitals in the city. 

In November, 1955, a high proportion of the babies 
discharged from this hospital had some form of infection. 


TABLE I—CLINICAL FEATURES OF 8 FATAL CASES 


Findings on physical | 


Skin rashes, paronychiz, pustules, and abscesses were 
common. A high proportion of the babies showed clinical 
evidence of respiratory-tract infections, some babies 
being treated in the hospital. 1 baby died in the nursery 
and one of us (A. F. B.) did a necropsy. 

15 babies were admitted subsequently to the Christ- 
church Public Hospital after from three to fourteen days 
at home. 13 presented with chest infections and 2 
with abscesses. 7 of these babies died, of whom 5 came 
to necropsy. The fatalities were spread over a month. 
The first 2 deaths were on Nov. 1 and 2; the 6 others 
took place between Nov. 21 and 26. 

3 further cases of pneumonia almost certainly resulted 
from cross-infection but fortunately were not fatal. 
1 baby was in the nursery of the Christchurch Hospital, 
to which an infected baby was admitted early in the 
epidemic ; 1 baby was in the ward (of which the same 
nursery is an annexe); and 1 was a boy, aged 2 years, 
whose mother and baby brother had returned home 
four days previously from the private hospital. 

_ Towards the end of November the maternity annexe 
of the private hospital was closed, since when no fresh 
case of staphylococcal pneumonia has been reported 
in Christchurch. 

‘ Clinical Picture 


Infection of the upper respiratory tract was noticed 
about the age of 12-14 days in most of the casesYand 
was variously described as snuffles,” ‘‘ cold,” or 
running nose ”’ (table 1). 

Failure to feed and irritability followed during the 
next few days, and in 7 of the 8 fatal cases a cough 
developed. These 8 fatal cases on admission showed 
striking breathlessness and pallor, which had developed 
about three days after the onset of the cough. The 
clinical course was rapidly downhill with pyrexia (101- 
103°F) and increasing respiratory rate and tachycardia. 
Pallor persisted until collapse took place as a terminal 
event from twenty-four to thirty-six hours before death. 
At this time cyanosis was noted and the temperature 
often became subnormal. 

In all the cases well-marked physical signs were 
detected in the chest on auscultation. Coarse crepita- 
tions and rAles were a.constant finding, with reduced 
breath sounds at a later stage. In only 2 cases was the 


Case Age at Nasal | Cough , 
no, .death involvement (days) Other features examination of chest Radiographic findings Course 
(days) (days) 
1 21 “Cold” 3 Anorexia and vomiting; A few crepitations inrt. | Rt. pyopneumothorax Collapsed and died 24hr. 
} rapid breathing | day, | lung after admission 
pallor on admission | 
2 18 | “Cold” 3 Anorexia and refused | Percussion note dullin | Not X-rayed Collapsed and died 
food, breathlessness rt. lung; coarse rales within 24 hr. of 
| 1 day, pallor on admission 
admission 
3 23 “Cold” 4 2 Breathlessness 2 days, Coarse crepitations in Small right-sided effu- Died 5 days after 
pallor on admission, all areas sion ; patchy con- admission 
cyanosis on coughing = of rt. upper 
4 21 “Cold ”’ 6 4 Breathlessness, pallor, | Coarse crepitations and Massive right-sided effu-- Died 36 br. after 
and weakness 8 hr. rhonchi | sion admission 
> 21 “Cold "4 3 Vomiting and anorexia; Coarse crepitations in Small right-sided effu- Collapsed and _ died 
breathlessness 18 hr. ; both lungs sion; patchy con- next day 
pallor day after solidation of It. lung 
admission 
6 17 “Cold ” 3 1 Breathlessness 1 day; Crepitations atrt.base | Rt. pyopneumothorax Died within 24 hr. of 
pallor on admission admission 
7 21 Not knowp 2 Increased respiratory Right-sided chest signs; Massive right-sidedeffu- Collapsed and _ died 
~ rate: became pale empyema sion when empyema was 
drained 
8 15 Not known 2 Breathlessness and pallor Not available Not available Rapid deterioration and 
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percussion note altered despite the con- 
stant necropsy finding of empyemata. 

It therefore appears that the course of 
the fatal cases can be divided into three 
stages : 

(1) Nasal infection only: copicus muco- 
purulent nasal discharge, but baby remaining 
well. 

(2) Infection of the upper respiratory tract, 
with cough as the main symptom. 

(3) Pneumonia attended by pallor and 
breathlessness, often rapidly fatal. 

Radiographic Findings 

Of the 8 infants under consideration 6 
underwent radiography of the chest soon 
after admission to hospital. Owing to the 
condition of the babies only single antero- 
posterior films were possible with the child 
lying flat in bed. These, therefore, were 
often of inferior quality and somewhat 
difficult to interpret. 

All 6 showed evidence of pleural fluid , - 
on the right side. Cases 4 and 7 had a 
massive effusion completely obscuring 
the underlying lung. Cases 1 and 6 
probably had a tension pneumothorax—i.e., a pyo- 
pneumothorax—on the right side. Case 5 showed, in 
addition to the sniall right-sided effusion, diffuse 
emphysema and a small patch of consolidation in the 
contralateral lung. Case 3 had a small effusion and some 
pulmonary consolidation in the upper lobe on the same 
side. 

The early and massive pleural involvement suggested 
staphylococcal pneumonia, but was by no means patho- 
gnomonic. It obscured any underlying pulmonary changes 
which might be of diagnostic value. Less fulminating 
cases presented a more characteristic sequence of radio- 
graphic changes: pneumatoceles in an area of con- 
solidated lung; emphysema, diffuse or localised; and 
a spontaneous tension pneumothorax with or without 
an empyema. These signs are sufficiently characteristic 
to enable an early diagnosis to be made. 


Treatment 


Immediate isolation was instituted in all but the earliest 
case. Since the organisms responsible for the multiple 
skin infections had previously been reported sensitive 
to chloramphenicol, our early cases were treated with 
this drug, but without success. Later erythromycin 
20 mg. per lb. of body-weight daily orally in six divided 
doses was used initially, but subsequently 40 mg. per lb. 
of body-weight daily for the first twenty-four hours was 
used with greater success. 
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Fig. |—Sagittal slices of right lung in case 7, showing numerous large abscesses often 
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subpleural. 


The smaller babies were usually in extremis and 
responded poorly to therapy. 

Oxygen was given routinely through a fine catheter 
into the posterior nasopharynx. Morrison (1955) suggests 
that this provides insufficient oxygenation in severe 
respiratory infections in infancy. 

Empyemata were drained on only two occasions. 


Pathology 


In the Christchurch Public Hospital about 430 
necropsies are done each year, some of them on infants 
and children. 

The necropsy records from January, 1951, to the end 
of November, 1955, show no cases of staphylococcal 
pneumonia until June, 1955. The Ist case, in June, was 
in an infant which died at the age of 3 weeks, and differed 
from the remaining cases in that the staphylococci 
cultured from the lungs and pleura were slightly sensitive 
to penicillin and fully sensitive to the other antibiotics 
tested. In October a necropsy was done on an infant 
aged 8 months, admitted to hospital after otitis media 
had been treated at home for a week with antibiotics. 
The pathological findings in these 2 cases were similar 
to those in the 6 epidemic cases which came to necropsy 
(table 1). In all 6 of these babies it was clear that the 
lungs had been involved primarily rather than as a result 
of septiczemia. 


TABLE I1-—NECROPSY FINDINGS 
Sensitivity 
Case e uration Appearance Size of Other to antibiotics * 
no. | h Lungs affected of lungs abscesses Empyema) jesions 
(days) 
2 2600 ?2 Rt. lower lobe; rt. Hemorrhagic Small Bilateral, 0 
apex ; lingula of It. consolidation early 
upper lobe 
3 4300 5-7 Rt. middle lobe; Patchy hemor- Medium Right Pustules, 0 2 2 0 0 +4 
middle basal It rhagic  con- parony- 
lower lobe solidation chiee 
5 3800 2-3 Rt. lower lobe; It. Heemorrhagic Medium Right 0 2 
lower lobe consolidation 
6 3120 Basal segments; rt. Hemorrhagic Very small Right, 
lower lobe consolidation early ' 
(fig. 2) 
7 ae than 10 Rt. lung Consolidation Large (fig. 1) Right os @;Zzirirlyo;4 
00 
8 2820 2 Rt. lung; It. lower Hemorrhagic Medium, in rt. Bilateral es @0'3\;0/;0/-|- 
lobe consolidation upper lobe 
* P, penicillin. 8, streptomycin. A, aureomycin. O, oxytetracycline. C, chloramphenicol. E, erythromycin. —, not tested. 


j 
4 
2 th 
Fo 
we 
| In 
hw 
ce 
te 
cas 
of 
alv 
wh 
infl 
ten 
oft 
I 
thr 
wit 
fibr 
dist 
pre 
I 
in ] 
I 
I 
con 
int 
larg 
usu 
ee 


THE LANCET] 


ORIGINAL ARTICLES 


{[aveust 4, 1956 213 


Empyema was present in all 6 infants, bilateral in 
2 cases and involving the right pleural cavity in the 
remaining 4. In 2 cases there was early pleural involve- 
ment, with thin watery pus; in 2 cases the process was 
more advanced, with thick creamy pus; and in the 
remaining 2 cases, with a longer history of pulmonary 
signs, there was early formation of adhesions with 
loculation of pus. 

Macroscopically all 6 cases showed consolidation of one 
or both lungs, with abscess formation. Again there was 
an apparent correlation between the size of the abscesses 
and the duration of the pulmonary signs. In case 7 
(fig. 1), with ten days’ history of chest infections, there 
were large abscesses filled with creamy pus. In the 
5 other cases, with a history of only two or three days, 
the abscesses were much smaller and less well defined. 

There was a tendency to segmental involvement, 
the affected areas being dark and hemorrhagic (fig. 2). 
For some unknown reason the changes in every case 
were more extensive and advanced in the right lung. 
In 2 cases there was consolidation of the entire right 
lung; in the 4 other cases lobes or segments of lobes 
were involved (table 1). 

Microscopically there was a gradation of changes, 
again related to the duration of the disease. In earlier 


Fig. 2—Sagittal section of right lung in case 6, showing haemorrhagic 
lidation of basal seg of lower lobe (abscesses not apparent 
to naked eye). 


cases there were hemorrhage and edema, with an exudate 
of lymphocytes, histocytes, and polymorphs filling the 
alveoli. Areas of necrosis were often related to bronchioles 
which contained amorphous material and a similar 
inflammatory exudate. As abscesses became larger they 
tended to be less obviously related to bronchioles and 
often lay beneath the pleura. 

In all 6 cases large masses of cocci were easily seen 
throughout the affected areas in ordinary sections stained 
with hematoxylin and eosin. In cases 3 and 7 there was 
fibroblastic activity around the abscesses with a more 
distinct definition. Iron-containing pigment was also 
present in these 2 cases. 

In 2 cases recent ante-mortem thrombi were present 
in pulmonary veins. 

In 2 cases there was evidence of inhalation of vomitus. 

In summary all 6 babies had hemorrhagic pneumonia, 
segmental in distribution and apparently resulting 
from inhalation. There was a well-marked tendency to 
suppuration, and the pleural cavity was involved 
consistently and early. There were no striking lesions 
in the upper respiratory tract. The nasal fossz contained 
large amounts of thick mucopus, but the mucosa was 
usually intact. The middle ear was not involved. Again 


TABLE III—RESULTS OF SWABBING STAFF 
| Insensi- | 


. tive to 
penicillin ; ,enicillin Sensitive 


| Sensitive moder- | slightly ‘| to erythro- 


No. to ately 
sensitive mycin 
penicillin Hage ee | to other | only 
enti- | | 
| diotics | Dlotics 
Nurses of ward 94 
(includes nursery) 18 | 2 2 7 | 7 (39-0%) 
Nurses of ward 9B | 
(older children) | 11 | 0 8 2 | 1 (91%) 
House-officers 2 5 3 5 (33-3%) 
Pathology 
nicians .. ae 1l 8 1 0 


there were no gross changes in the larynx or in the trachea 
to indicate a viral infection. 
Bacteriology 


In the Christchurch Hospital routine cultures are made 
on blood-agar plates. Antibiotic sensitivity is deter- 


‘mined by using paper discs impregnated with the various 


antibiotics. The degree of inhibition of growth of cultures 
is compared with that of the Oxford strain of Staphylo- 
coceus aureus. Sensitivity is reported as from 0 to 4. 
This forms a crude but convenient method for routine 
work, but is subject to a fairly considerable error. 
In addition sensitivity can be determined to only four 
antibiotics initially (penicillin, streptomycin, aureo- 
mycin, and oxytetracycline) because of the size of plate 
used ; but sensitivity to chloramphenicol and erythro- 
mycin can be determined on a subculture. 

Coagulase testing of staphylococci is not done as 
a routine. 

The staphylococci cultured from the affected babies 
and their mothers were, without exception, completely 
insensitive (O) to penicillin but showed various degrees 
of sensitivity (1, 2, 3, or 4) to four of the other anti- 
biotics tested (streptomycin, aureomycin, oxytetra- 
cycline, and chloramphenicol), and completely sensitive 
to erythromycin. 

When it became evident that there was cross-infection 
in the children’s ward of the Public Hospital, swabs 
were taken from the anterior nares of all the nurses of 
that ward. The ward is divided into two parts, one 
of which includes the nursery. In addition nasal swabs 
were taken from 15 of the 20 house-officers. Swabs 
were also taken from 20 pathology technicians. The 
results are set out in table mm. 

These results show that all the persons swabbed carried 
staphylococci in their noses. 78% of the nurses in the 
nursery end of the children’s ward harboured staphylo- 
cocci either insensitive to penicillin and slightly sensitive 
to the other antibiotics or sensitive to erythromycin 
only. 27% of the nurses in the other half of the ward 
were infected with similar staphylococci. It is difficult 
to escape the conclusion that the nurses in ward 94 were 
infected by the babies admitted from the private hospital. 

Of the 8 house-officers harbouring staphylococci 
either insensitive to penicillin and slightly sensitive 
to the other antibiotics or sensitive to erythromycin 
only, 4 spent part of their time in ward 9, and 3 of these 
4 had admitted all the infected babies. 

A limited number of cultures from the affected babies, 
their mothers, and the nurses in the private hospital 
and in the Christchurch Hospital were sent to the National 
Health Institute, Wellington, for phage-typing. The 
results indicate that many, if not all, of the resistant 
staphylococci were probably of the same phage pattern 
(42E/7/73). 

Discussion 
Drug Resistance 

In New Zealand the emergence of pathogenic staphylo- 

cocci resistant to penicillin and to other antibiotics has 


| 
| 
: 
| 
8. t 
ir 
y | 
It 
| 


214 THE LANCET] 


ORIGINAL AKTICLES 


{[aucustT 4, 1956 


only attracted attention over the past year. In Auckland 
resistant staphylococci have become a_ considerable 
problem in many of the hospitals. 

In the Christchurch tuberculosis hospital there has 
been a recent outbreak of wound infection (due to resistant 
staphylococci) culminating in a death. Deaths from 
staphylococcal enterocolitis have been reported from 
Christchurch (Cuningham and Beaven 1955), Cultures 
from surgical lesions throughout the Public Hospital 
show a high proportion of strains of staphylococci 
resistant to penicillin and relatively insensitive to other 
antibiotics. Resistance to erythromycin has not yet 
been noted. Outpatients’ lesions less frequently harbour 
resistant strains. 

Our experience bears out the findings of other observers 
(Finland and Haight 1953, Spink 1954) that there has been 
a rapid increase in the incidence of antibiotic-resistant 
staphylococci. 

It is surely more than coincidence that resistant 
strains of staphylococci have become a real problem 
in New Zealand only in the past year since the broad- 
spectrum antibiotics have been available on a doctor’s 
prescription (without charge to the patient). The ready 
availability of these antibiotics has led to a huge increase 
in their use (New Zealand Health Department 1955). 
They can be given readily by mouth and are erroneously 
held to be effective against viruses. Because of the 
publicity they have received, a doctor prescribing 
sulphonamides runs the risk of being considered old- 
fashioned by his patients. There can be no doubt that 
the indiscriminate use of broad-spectrum antibiotics in 
chronic cases has produced resistant strains. It is widely 
accepted that the process is more advanced in hospitals, 
where resistant staphylococci abound. 

Largely as a result of our experience in this epidemic, 
the government has decided to withdraw erythromycin 
from the free list so that it may be reserved for specified 
cases. It is also essential, however, that practitioners 
generally should be made aware of the great dangers 
inherent in the use of broad-spectrum antibiotics. 


Spread of Infection 

The main lesson to be learnt from our experience is 
that minor staphylococcal infections in the nursery must 
not be taken lightly. Such infections mean that the 
air is being contaminated by bedding, nurses, or other 
agents. Cross-infection develops very readily even from 
a single infected baby ; hence, it is essential to isolate 
promptly any baby showing evidence of infection. Where 
infections continue to recur, the situation should be 
investigated along the lines laid down by Campbell 
(1954) and the measures recommended by the Medical 
Research Council (1951) should be instituted. 

In the present epidemic the high proportion of skin 
lesions noted in the babies pointed to continued con- 
tamination by the air. Overcrowding appears also 
to have been of considerable importance, having the 
following effects: (1) cross-infection is promoted by 
decrease of distance between babies ; (2) in the presence 
of infection contamination by air tends to increase in 
proportion to the number of babies present in the nursery ; 
(3) nurses may be overtaxed ; and (4) more rapid passage 
of organisms often leads to an increase in virulence. 

That there was an actual increase in virulence of the 
organism appears clear. Several of the nurses of the 
children’s ward of the Christchurch Public Hospital 
developed boils and pustules soon after the infected 
babies were admitted to the ward. These nurses must be 
continually exposed to infection with the many strains 
of staphylococci present in hospital, and it is significant 
that they developed clinical infections at that time. 


Clinical Features 
In the 8 fatal cases the clinical picture was strikingly 
uniform. 


Our division of the course of the disease into 


stages is valid and useful in the management. Relatively 
few babies with nasal discharge progress to the stage of 
infection of the upper respiratory tract; hence the 
development of a cough is significant; it indicates 
spread of infection below the larynx. 

By the time that breathlessness and pallor develop, 
pulmonary involvement has taken place, and death 
may rapidly ensue despite vigorous treatment. 

Where staphylococcal infection is prevalent in a nursery, 
cough following nasal infection requires immediate 
treatment. 

To expedite treatment with the correct antibiotic, 
nasal discharges should be cultured at the first oppor- 
tunity. It may, however, be dangerous to await sensitivity 
reports where these are not already available ; therefore 
the above sequence of events justifies the use of 
erythromycin 

It has been our experience that, without vigorous 
measures (large doses of the appropriate antibiotic, 
sufficient oxygen, and early drainage of empyemata) 
death will ensue in from two to four days. 


Pathology 

The pathological features require little comment, 
being similar to those in most other cases of staphylo- 
coccal pneumonia in infants. The much greater involve- 
ment of the right lung in our cases corresponds to the 
experience of Magner and Kussner (1954) and Kanof 
et al. (1953); the reason for this is not clear. In infants 
empyema is almost the rule; in all our cases it was 
present. 

The history of a nasal discharge which has become 
purulent requires careful assessment. Many of the babies 
from the private hospital were discharged with what 
were regarded as ‘‘ colds,”’ and it is known that at least 
one mother had true coryza while in the hospital. Some 
nasal discharge is common in young infants, and it 
appears equally possible that the nose formed the site 
of initial staphylococcal infection. 

Despite the experience of Guthrie and Montgomery 
(1947) and De Pape and McEwen (1951) there is no 
convincing evidence of coincident viral infection in the 
present epidemic. The few mothers who developed 
coryza on returning home might well have had colds 
in the normal run of events, In our cases it seems equally 
likely that the changes could result from a pure staphy- 
lococcal infection. The appearances in the lungs and 
upper respiratory tract did not suggest viral infection. 

The fact that many of the lung lesions were segmental 
suggests that the pneumonia was the result of aspiration of 
mucopus from an infection of the upper respiratory 
tract. The smaller babies showed less resistance and 
died quickly, but in the more robust infants the disease 
took a longer course, with the formation of large 
abscesses and some localisation by reacting tissues. 

Age influences the prognosis considerably. All the 
fatal cases in the epidemic were in babies aged less than 
1 month. On the other hand, a child aged 2 years, a 
victim of cross-infection, recovered after drainage of an 
empyema. Bloomer et al. (1955) reported 10 cases of 
staphylococcal pneumonia treated successfully with 
antibiotics and by drainage of empyemas. The tendency 
of staphylococcal empyemas to loculate makes drainage 
difficult in the later stages ; it seems clear that empyema 
must be diagnosed early and treated promptly. 


Conclusions 


In this epidemic we witnessed the serious complications 
of staphylococcal skin infections in a nursery. As a 
result we feel that the following conclusions are justified : 


(1) This epidemic is one manifestation of the widespread 
increase in antibiotic-resistant staphylococcal infections. 
These infections are occurring in all countries where anti- 
biotics are being widely prescribed. 
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(2) Increase in morbidity from staphylococci is progressive 
unless urgent action (as outlined) is taken to eliminate the 
source of infection. 

(3) Increase in virulence accompanies increase in morbidity. 

(4) Overcrowding accentuates the danger, particularly in 
open wards. 

(5) Any increase in minor staphylococcal infections in a 
nursery is of the utmost significance. 


Summary 


An epidemic of staphylococcal pneumonia in the new- 
born with 8 fatal cases is reported. 

The clinical picture is strikingly uniform. 

Probably all the cases were due to a single strain of 
antibiotic-resistant staphylococcus. 

The potential dangers of minor staphylococcal 
infections in a nursery are emphasised, staphylococcal 
pneumonia being the most serious of these. 

We thank Dr. J. F. Landreth, Dr. Stewart Hunter, and 
Dr. H. T. Jennings for permission to publish their cases ; 
Dr. T. Morton for access to the hospital records ; Dr. D. T. 
Stewart, Dr. G. C. T. Burns, and Dr. H. Knights for help 
and encouragement; and Dr. J. B. Jamieson, assistant radio- 
logist, Christchurch Hospital, for reviewing the radiographic 
findings. 
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ADDENDUM 


Since this paper was written strains of staphylococci 
completely resistant to erythromycin have been isolated. 


PSYCHOTHERAPY IN ULCERATIVE 
COLITIS 


J. W. PAvuLLEY 
M.D. Lond., M.R.C.P. 
PHYSICIAN TO THE IPSWICH HOSPITALS 


ALTHOUGH ulcerative colitis is being increasingly 
accepted as a psychosomatic disorder, relatively little 
has been written of the ability of psychotherapy to 
keep patients free from their disease. Grace et al. (1954) 
reported an investigation of 34 patients treated by 
psychotherapy and matched for age and sex, severity, 
and duration of illness against a control group treated 
by routine methods. The results showed considerably 
smaller rates of mortality, operation, and complications 
in the group in which the main aim was to relieve stress 
factors than in the controls. 

I report here my experience of the value and limitations 
of superficial psychotherapy in the treatment of 48 
cases of ulcerative colitis during the past six years. 


Illustrative Case-records 


Case 1.—-A married woman, aged 51, first seen in 1952, 
had spent a year of the previous three in nursing-homes. 
At no time since the onset had she felt able to go more than 
twenty-five yards from a lavatory. At first she was most 
resistant to the psychosomatic concept, but repeated inter- 
views, supported by flattery and bolstering of her self-esteem, 
produced a steady improvement. Her story was of excessive 
paternal attachment and maternal dominance and much 
immaturity at marriage. Her attack had been precipitated 
by her husband’s wish to move to the country against her 


death. 


wishes. This included upsetting her children’s education and 
the dependent relationship with her eldest sister. Her husband 
made no effort to compromise or to help in finding alternative 
schooling, and she resented his attitude. Her colitis remitted 
within a month of starting psychotherapy, and within three 
months she resumed normal life and learnt to drive a car. 
On leaving hospital she asked what she could tell her friends, 
who would want to know what treatment she had had. My 
advice was “‘pills.’’ She has now been well for three years, 
apart from a relapse lasting a fortnight as a result of severe 
domestic stress. This relapse stopped immediately with further 
psychotherapy. 


Case 2.—-A man, aged 30, began his colitis at the age of 18. 
He had been brought up as a strict non-conformist. His 
mother was extremely possessive, rigid, and obstinate. He 
grew up effeminate, dependent, sensitive, fearful, and rejected 
by his father. Just before the onset of his disease a young 
cousin (possessed of all the masculine qualities the patient 
lacked) came to work for his father. The patient was hurt 
by his father’s approval of his cousin and colitis developed 
in a few weeks. He remained an invalid for eight years, until 
I saw him in a severe relapse. He had never worked. With 
psychotherapy he gained 2 st. in weight in two months and 
successfully managed the family business after his father’s 
A partial remission was achieved, but complete 
success was vitiated by his mother’s refusal to give him 
responsibility, by her resentment at his increasing independence, 
and by her tendency to make him feel small before other 
employees, his sister, and his brother-in-law. He was kept 
in the position of a paid hand. In view of the high risk of 
carcinoma in young people with chronic disease, ileostomy 
and colectomy were advised after he had been under my care 
for four years. He was given cortisone preoperatively to tide 
him over a period of particularly severe domestic stress but 
his colon perforated after three weeks’ treatment. A retro- 
colic abscess developed from which he did not recover despite 
drainage and ileostomy. 


Case 3.—A married woman, aged 47, had been rigidly 
brought up as a girl and in her late thirties had married a 
small farmer. She attended as an outpatient with three 
months’ history of moderately severe ulcerative colitis. At 
first the interview was fruitless ; later she told me that every 
year she tried to persuade her husband to take her on holiday 
to Devon, but he persisted in his bachelor habits of going 
to the local races with some men friends, while she went 
to stay with relations. In the year in question she had tried 
again for the Devon holiday and failed. All through August, 
after their return from their respective holidays, there was 
an air of coldness between them. She felt hurt and would 
only speak about essentials. Her husband knew what had 
upset her and was perhaps a little amused at her behaviour, 
thinking she would get over it, but he underestimated the 
colitis patient’s capacity for sustained resentment and brooding. 
Early in September diarrhcea began with blood and mucus and 
continued for three months. At a joint discussion with a 
worried and coéperative husband the matter was thrashed 
out. A Devon holiday was fixed for the following year. The 
patient’s symptoms had almost gone in a fortnight, in a 
month she was symptom-free, and she has remained so. 


Case 4.—A married woman, aged 36, had been ill for six 
months with severe ulcerative colitis when I was asked to 
see her and to advise whether blood-transfusion and cortico- 
trophin therapy were necessary because of high pyrexia 
and deterioration, The psychosomatic approach had not 
been tried. I saw her alone. In half an hour the story was 
clear, She was a religious woman who had always been a 
keen church-goer till, three years previously, the rector’s 
wife had upset her greatly. She took umbrage and said 
nothing but felt unable to visit her own church. Instead 
she went to a church two miles away which was of difficult 
access, so she did not go often. Every Sunday when the bells 
rang for service she felt she ought to be there, and felt resentful 
that her husband was not interested enough to take her 
in the car. Her only son had reached the age of 13 in the 
spring and all his contemporaries were being confirmed, but 
she felt unable to allow him to go to the local church to join 
the class, and, as the months passed, she felt more and more 
guilty about the matter. Her husband was uninterested in 
religion, and she resented this too. Fortunately he came 
up to the hospital that afternoon, and I saw them together. 
The wife’s problem was explained in the light of her personality. 
A solution was immediately found with his coéperation. The 
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patient's temperature, which had remained high since 
admission, fell within twelve hours and stayed down. Her 
diarrhcea ceased, and she was discharged within a week. 


Case 5.-A married woman, aged 52, was admitted by a 
surgical colleague with a view to ileostomy. He rightly 
considered the risk of surgery to be too great at this stage. 
I found a very ill apathetic woman who repeatedly declared 
she was quite happy and never worried. Interrogation was as 
unsatisfactory as punching a feather pillow. Everything 
was done over the next week in an effort to raise her self- 
esteem. I took her choice apples from my garden, and the 
nurses were urged to seek every opportunity of complimenting 
her on her appearance, on her taste in nightdresses, and on 
her children, who visited her. A slight improvement resuited, 
but no major remission. Her husband was then seen. 
had already marked as potentially explosive the fact that her 
eldest son had his wife living in the patient’s house, though 
the patient persisted in denying any trouble. The husband 
thought that there had been differences, though he knew of 
no quarrel. He stated that his wife would never have a row 
with anyone and was very easily upset; she had been most 
distressed when her eldest son had first married, but she had 
seemed to get over it. I returned to the patient, and then 
one evening quite unexpectedly she told me all about it. 
One day she had said to her daughter-in-law (with whom there 
had been increasing tension) that it was going to rain, and 
she had better take the washing in. The daughter-in-law 
flew into a temper and went upstairs to pack saying she was 
going to leave. The patient rushed up after her, fearing her 
son's reaction when he returned to find his wife gone, and 
implored her to stay. After a while she agreed, but the 
atmosphere between them became tenser, and the patient was 
now resentful. In a week her ulcerative colitis began. From 
the time she told me this, and I offered to see her husband 
to press for alternative accommodation for son and daughter- 
in-law, her remission began. Within twenty-four hours 
she was cheerful and smiling and wanting her food. Her 
temperature fell, her stools decreased, and she put on weight. 
She was discharged fit and well. 


Case 6.—A bus driver and Salvationist, aged 50, was 
admitted with a moderately severe attack of colitis. Early 
interviews were unsuccessful. He was sensitive, outwardly 
non-aggressive, and inclined to be self-righteous. Subsequently 
he told us about an incident when he had given a canteen 
worker a free ride against the regulations. An inspector whom 
he had always regarded as a friend reported him to the manage- 
ment. The patient felt very hurt. When asked he said he had 
not spoken to the inspector since the incident and would 
‘‘never forgive him.’ When it was pointed out that this 
attitude was un-Christian, was maintaining his colitis, and 
doing more harm to himself than the inspector, he was silent. 
A week later he said he had forgiven the inspector and would 
speak to him at the earliest opportunity ; his bowel function 
was already nearly normal, and sigmoidoscopy showed greatly 
reduced activity compared with the week before. He went 
on to a complete remission. 


Case 7.—A customs-house officer, aged 44, had intermittent 
bleeding for eight years and diarrhcea for four months. This 
had become severe after hemorrhoidectomy, and he became 
pyrexial (103-104°F). When seen he was very ill and toxic 
with severe ulcerative colitis. His mother, now aged 7i, 
also had had ulcerative colitis. His father had been a boxing 
promoter and was a tough character. The patient leaned to 
his mother. The parents had constantly quarrelled, and 
they separated when the patient was aged 15. He would go 
to any length to avoid a row, and the immediate cause of his 
attack was his senior officer who, according to the patient, 
was negligent. The patient felt impelled to do much of his 
work for fear of reprisals against both of them if anything 
went wrong. He had been building up much resentment against 
his colleague but had said nothing. Recently he had said to the 
visiting inspector that he would not hold himself responsible 
if anything happened. Despite assurance from the inspector 
he continued to worry, and there was a series of irritating 
episodes. After disclosing this information and being assured 
by us that he was a man of sterling worth, fighting adversity, 
and clearly insufficiently appreciated by his country, he at 
once improved. His recovery was interrupted by two short 
relapses ; once by the death of a patient in the ward, and the 
second time by the shock of finding that the will of an aunt, 
tor whom he was executor, contained nothing for him. He 
put on 3 st. in a few months. 
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Case 8.—A married woman, aged 47, was admitted by her 
doctor with suspected typhoid fever of three weeks’ duration. 
She had ulcerative’ colitis, and possible emotional factors 
were at once explored, with immediate results. Of all the 
children the patient had been the closest to her mother 
physically and emotionally. Until two years previously, 
when her mother had had a severe illness, she had seen her 
daily. After the illness her mother could no longer live on her 
own, the patient’s house was not large enough, and her husband 
was unwilling to have her. The mother therefore went to 
live with another daughter near London. In tears the patient 
admitted that she had never got over being parted from her 
mother. A few weeks before the onset of colitis a letter arrived 
saying that her mother was becoming too heavy a burden for 
the sister, and what was she prepared to do about it ? She 
was torn by a desire to have her and by resentment at her 
husband’s unaccommodating attitude and the rest of the 
family’s feeling that she ought to do something. A family 
conference was fixed for the last week in August which she 
was to attend. A few days before it she began to feel tired, 
and her relations commented on how pale and ill she looked. 
Two days later diarrhaa started. 

Within a few hours of this interview ‘she was laughing and 
talking in the ward, which she had not done since admission. 
Her diarrhcea quickly ceased and temperature fell, and she 
went home within a fortnight. Her husband and she were 
seen together ; he agreed to take her to see her mother more 


TABLE I--—-RESULTS OF PSYCHOTHERAPY IN PRESENTING ATTACK 
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* Same patient as in table 11 marked with asterisk. 


often. The problem of the mother was solved by an unmarried 
brother going to help. 


Results of Treatment 


Table 1 shows the effect of treatment in the presenting 
attack, table m the state of 42 patients followed up in 
January, 1956, and table 1 an analysis of deaths. 


Discussion 


A common criticism of the psychotherapeutic approach 
is that it is too time-consuming. This is a fallacy. By 
developing an understanding of the personality factors 
involved in diseases such as ulcerative colitis, migraine, 
and rheumatoid arthritis, time is actually saved. <A 
knowledge of personality enables important factors to 
be uncovered quickly which would otherwise have 
remained hidden for several interviews. The untrained 
ear does not at first detect the difficult cardiac murmur, 
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TABLE III-—-DEATHS 


Failed chotherapy 
(1) Illiterate Trish Sister, colon perforated in fulminating attack 
before corticotrophin and cortisone were available 
(2) Aged woman at home under her own doctor, some months 
after cortisone or psychotherapy had failed to ameliorate 
her disease; unsuitable for surgery because of coexisting 
vascular disease 


Cortisone deaths 

(1) Elee trolyte disturbance after 14 days on cortisone; hypo- 
tension led to cerebral thrombosis ; necropsy showed giant 
ulceration of colon; cortisone therapy opnjy initiated to 
hasten slow recovery 


(2) Colonic perforation after 3 weeks on cortisone 25 mg t.d.s. ; 
patient in no immediate peri) when cortisone was given to 
tide over a difficult period of stress at home 


Tleostomy : 
9 a after ileostomy ; referred elsewhere by his doctor in 
a relapse 


nor the palpating hand the spleen tip. In the same 
way only experience can teach the kind of emotional 
trauma likely to provoke a particular disease, and the 
type of person susceptible to it. 

Though not all colitis patients are exactly alike, all 
have in common certain personality factors or attitudes 
strongly and consistently developed. 
three are invariably present : 


(1) Failure to Express Anger.—Every colitis patient I have 
seen has had a poverty of emotional expression, especially 
that of anger. Rather than have a quarrel they will keep silent 
and carry a sense of grievance or resentment not for a few 
days, as might be regarded as normal, but for weeks, months, 
or years. In the vast majority of cases this is the predominant 
exciting factor. Querulous behaviour and righteous attitudes 
often on other people’s behalf should not be allowed to fog the 
issue. 

(2) Dependency.—Every colitis patient is abnormally 
dependent (usually on the mother) and carries this dependence 
(normal in childhood) into adult life. Various reasons are 
found for this excessive dependence—e.g., the overpossessive 
mother who will not let go of her children; or the normal 
mother with an unsympathetic and violent husband, the 
children being driven to the mother for protection. A child 
developing a severe illness in early life is cloistered by a 
certain type of mother ; and sometimes it is a weak ineffectual 
father who encourages his wife to take over the dominating 
masculine réle. Maternal possessiveness may be combined 
with a lavish display of affection, or it may not. It is, however, 
the trait of maternal possessiveness which is predominant 
in ulcerative colitis. 

This dependence leads to vulnerability, and any threat to 
the security of the patient is likely to provoke colitis. In 
the first place it may be illness or death of a parent, or perhaps 
some impending marriage, or joining the Army, or a new job, 
or illness or death of a wife, or, very occasionally, financial 
insecurity. In my opinion “ financial insecurity ”’ is much rarer 
than tensions in the family circle, which have so much more 
emotional content. 

(3) Sensitivity.—All colitis patients are extremely sensitive ; 
they will take umbrage at the least of slights and cannot 
tolerate an atmosphere of strife, even if it is not directed 
at them. They like everything very soft and cosy. 


All other characteristics are relatively unimportant, 
though they may assist in recognition of the personality. 
The women are inclined to be fastidious and the men 
effeminate. On several occasions I have had male 
patients aged 30 or so brought to the outpatient depart- 
ment by their mothers. They are soft-hearted and easily 
moved by tragic events, especially those involving 
physical violence. Dog fights and some films upset them. 
They are often self-righteous, and when first met they are 
addicted to platitudes and conventional opinions patently 
not their own. Later on, in contrast, they will tell you 
what they really think. 


An appreciation for the three main facets of the 
ulcerative-colitis personality will carry one more than 
half-way in findmg out the cause of a particular attack 
in any patient. It is safe to assume that the trouble 
in the great majority of cases will lie inside the domestic 


The following’ 


circle, for it is chiefly disturbed personal relationships 
with their high emotional content that are most likely 
to be provocative. A rude butcher may upset a colitis 
sufferer momentarily but is unlikely to provoke an 
attack, but a sister-in-law or a next-door neighbour 
speaking out is a different proposition. The stress here 
persists, not from the source itself but in the patient’s 
mind because of his propensity to brood and his failure 
to exteriorise anger. 

It is therefore imperative to explore the family history 
in great detail; as often as not, it will quickly give the 
answer. 

Questions should be directed to the patient’s iain, 
ship with parents, with in-laws, with husband, children, 
and siblings living at home or nearby ; with neighbours 
and employers. 

A first interview with an ulcerative-colitis patient 
will take at least half an hour; it is doubtful if much 
is to be gained by prolonging it beyond an hour. Fre- 
quently by then the essential facts will have been 
established, and they will only require confirmation or 
denial by responsible relations. If no cause has been 
found, the patient should be seen within a week, or 
within twenty-four hours if the disease is fulminating. 
Any relations who can help should attend at the second 
interview, though this in most cases will be deferred a 
little longer. Again the exception is the fulminating 
case, where a day or two may make the difference between 
life and death. Sceptics often agree that colitis patients 
have distinct personality changes, but they attribute 
them to the debilitating nature of the disease, and not 
the disease to the personality. This is easily refuted 
by relations, who will confirm that these patients have 
had the distinct personality features for years before 
the colitis. A remission promoted medically or surgically 
may suggest to superficial scrutiny that these peculiarities 
of personality have disappeared, but this is not so, 
beeause they are far too deep-seated. In any sick person 
charactey is seen in the raw, stripped of any conventional 
superstructure. A return to health will bring some 
return towards normality but will not change basic 
personality. Colectomy will not alter a man who has 
always been unable to say ‘‘ boo to a goose’’ from 
childhood. 

I usually tell my patients in the first interview that 
colitis is caused by emotional upsets, and illustrate 
my meaning from previous case-histories. Many patients 
will agree at once and say they have long known the 
effect of nervous tension on their disease. ‘ It always 
goes straight to my stomach, Doctor,” or ‘‘ I felt every- 
thing tighten up inside.’’ Others will at first not accept 
the psychosomatic explanation. It is important to 
explain that the emotional factor may appear to be quite 
trivial. Though a big stress, such as mother’s illness 
or death, is often a trigger, more often it is because a 
sister-in-law has not spoken for six months, or because 
the husband prefers the races to taking his wife to Devon 
or because the patient dreads every Sunday night, 
when she has to play dominoes with her mother-in-law 
and is ragged for her inadequacy at the game. To the 
outsider these things are trivial in the extreme, but not 
to colitis patients with the personality peculiar to them. 
Until the doctor, the patients, and their relations realise 
that such apparently unimportant factors may be vital 
and paramount, the handling of these cases will be slow 
and unsatisfactory. 

Often emotional release is enough to promote a 
remission. A sympathetic hearing is essential, however 
unreasonable or childish the patient’s behaviour. Later, 
when the patient’s confidence has been gained and a 
remission secured, much can be done in helping the 
patient to acquire insight into his own responsibility 
for what has happened, and promoting a more mature 
approach to similar problems in the future. In this the 
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understanding and help of a patient’s husband, wife, or 
sister, or anyone they love and respect, can be 
invaluable. 

As the attack subsides, ten-to-fifteen-minute inter- 
views can be spaced at lengthening intervals, and accord- 
ing to the patient’s insight and degree of adjustment to 
the excitatory situation they may be allowed to lapse 
altogether. 

I regard it as essential, however, to tell them that 
they may always come up to one of my clinics without 
an appointment whenever they wish. I tell them to come 
up without fail within a week of a recurrence of diarrhea 
or blood and mucus per rectum, so that the relapse may 
be cut short. I regard a colitis patient as properly 
trained when they come blaming the threatening letter 
they have received from their landlord, or an operation 
on one of the children, rather than the blackberry pie 
they ate on Sunday. 

Most patients who have had severe colitis will always 
be subject to morning urgency of bowel habit, and they 
should be told to expect it. My patients are told to 
eat anything they like, for a patient who has lived on 
purées and no fruit for ten years this is a happy relief, 
once their surprise and native apprehension are dispelled. 


Surgery 

Surgery has gained much in popularity since the 
late war and is now being urged earlier than ever in 
ulcerative colitis. So persuasive are its advocates that 
one is almost led to believe that the Rutzen bag has 
given ileostomy an advantage over the normal anus. 

In the best series the immediate mortality-rate is far 
less than the 15-25% that existed till ten years ago 
(Rogers et al. 1954). Cattell’s (1953) figure for early 
and late mortality was 8-2% of 219 patients. Goligher 
(1953), reporting on the one-stage ileostomy and colectomy 
operation, quoted 5 deaths in 61 cases (8:2%). - 
suggest, however, that these greatly improved statistics 
may not reflect the true over-all picture, and a disturbing 
sidelight can be gleaned from the cases coming to surgery 
in the recent cortisone trial conducted by Truelove and 
Witts (1955). In eighteen months 14 of 44 patients who 
had had ileostomy died (31-8%). Most of the deaths took 
place shortly after the initial operation, and these 
authors state that the high rate was not due to delay 
in the use of surgery. ‘The centres contributing cases 
were of a high standard. Figures of this sort should 
make every clinician wary of unnecessary surgery. 
According to Cattell’s (1953) criteria many of my own 
cases would have had surgery long ago, but they have 
done very well without it. 

The risk of carcinoma developing is still uncertain 
but is high in the young patient—6-3% 
according to Jackman et al. (1940). For 
all cases Counsell and Dukes’s (1952) 
figure was 11-1%, Cattell and Boehme’s 
(1948) 7%, and Rice-Oxley and True- 
love’s (1950) 3-1°. It is likely, however, 
that these high carcinoma-rates in surgical 
series are weighted by a hard core of 
chronic cases. This is not the commonest 
form of ulcerative colitis met by the 
physician, who sees a lower incidence of 
cancer. The incidence for all cases is 
perhaps not higher than 3%, and might 
be lowered by better control of ulcerative 
colitis by a wider use of psychotherapy. 

In my opinion surgery should be used 
only where medical treatment and psycho- 
therapy have been tried and have failed. 
It should be reserved for the genuine 
chronic case, especially in the young, or in 
the fulminating disease in the event of 
threatened perforation. If this were 
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done, many cases could be brought into lasting 
remission and could keep their colons with safety and 
convenience. Nor should it be overlooked that, while 
carcinoma is a risk that may be deferred perhaps ten 
to twenty years, the hazard of surgery is more immediate. 


Corticotrophin and Cortisone 

These agents are being widely used and are often most 
effective in promoting a remission. Some published 
and unpublished reports and 2 deaths in my patients in 
no immediate peril from their disease have led me to 
limit the use of these drugs to the severest cases, where 
the apathy of exhaustion or low intelligence hinder or 
stultify psychotherapy. 
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ERYTHEMA nodosum is a reaction to many infections 
and drugs. Its cause is often difficult to determine with 
certainty, and the histology of the skin lesions is usually 
non-specific and unhelpful. This report concerns 27 
patients in whom histological evidence of sarcoid tissue 
was obtained at the time of the erythema nodosum. 


Material and Method 


The 27 patients consisted of 7 men and 20 women, 
aged 18-60, the majority being young adults (see table). 


b 


a 
Fig. |—Chest radiographs showing (a) bilateral hilar lymphadenopathy, and (b) resolution 


six months later. 
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| Polyarthritis 
Case | Age | sex Duration of hilar | Kveim test Other 
positive histol 
no. (yr.) | adenopathy (mo0s.) Relation to ery- Duration (1: 100) 
| thema nodosum (wks.) | 
1° 38 F 7 4 wks. before 4 + + Skin 
2 23 F 4 a 4 - + 
3 24 F 4 3 wks. before 3 ~ + Liver 
4 25 M 7 3 Supraclavicular lymph-node 
5 27 F 2 ” 5 - + np 
6 26 F 12 ES 3 = + 
7 32 M 6 3 + + 
8 40 F 4 2 wks. before 2 = ~ | Skin 
32 F 5 23 | Supraclavicular lymph-node 
10 47 F 5 1 wk. before 1'/; + - | Liver 
1l 24 M 5 20 3 - + | “a 
12 23 M 6 Simultaneous 1 =o a | Sealene node 
13* 60 F One clear film - 2 - Not done Skin and lymph-node 
14 21 F 2 o° 2 + + age 
15 26 F 6 2 
16 49 M One clear film 6 3 - Not done ‘Skin 
17 47 F 6 on Transient + 7 ae 
18 27 M 9 No polyarthritis - Not done Liver (twice) 
19° 28 F 5 ” + + os 
20 28 F 5 Skin 
21 50 F + - Erythema-nodosum lesion 
22 38 F 8 - + 
23 46 F 6 * - - Erythema-nodosum lesion 
24 18 F 6 6s + 
25° 28 F 12 ’ »» + + Liver 
26 37 M ” + + 
27 30 F One clear film oe + + 


* Also had erythema nodosum of arms. 


Radiographs of the chest, examination of the blood 
(hemoglobin, leucocyte-counts, and erythrocyte-sedi- 
mentation rates), and Mantoux tests were done routinely. 
Tubercle bacilli were not isolated in any patient, although 
they were sought in biopsy material and in the sputum 
and, if necessary, in gastric washings. Evidence of 
sarcoidosis was obtained by biopsy of a lymph-node 


Fig. 2—Herpetiform eruption due to sarcoidosis. 


(4 patients), skin (5), liver (4), Kveim test (19), and 
directly from a skin lesion of erythema nodosum (2) 
(see table). 

Findings 


ERYTHEMA NODOSUM 

The lesions were characteristic. They were 
always present on the legs but also occurred 
on the arms in 4 patients (see table). They 
persisted for from one to six weeks (average two 
weeks). 2 patients had recurrences after an 
interval of two months. Some constitutional 
disturbance was usual at the onset with 
pyrexia up to 102°F for the first few days. 


POLYARTHRITIS 

17 patients (63°) had an associated poly- 
arthritis, usually involving the knees, ankles, 
wrists, and elbows, and mevement was limited 
by pain. Effusions into the joints were not 
observed. 

Polyarthritis preceded the erythema nodo- 
sum in 11 patients: by four weeks in 2 
patients, three weeks in 5, and two weeks 
or less in 4. It was accompanied by a con- 
tinuous pyrexia of 100—-102°F, with sweating ; 
and as the pain flitted from joint to joint 


Fig. 3—-Focal inflammatory areas in dermis in eryth 


it closely resembled acute*rheumatism. Indeed this 
was the original diagnosis in 4 cases, but the absence 
of clinical and_ electrocardiographic evidence of 
heart damage, the presence of normal anti-strepto- 
lysin titres, and a poor response to salicylates 
made this unlikely. Because of the failure of salicylate 
treatment, phenylbutazone was prescribed in 1 patient, 
who remains convinced that the subsequent development 
of erythema nodosum was due to this drug. This demon- 
strates how easily a fortuitous link between a drug and 
erythema nodosum can mistakenly be held to be causal. 

In the remaining 6 patients polyarthritis and erythema 
nodosum appeared at the same time, the polyarthritis 
lasting up to three weeks. The polyarthritis subsided 
completely in every case. 


CHEST RADIOGRAPHS 


Bilateral enlargement of the hilar lymph-nodes (fig. 1) 
was present in 24 of the 27 patients, but 3 had only single 
films taken, so changes were possibly missed. The 
hilar lymphacenopathy was always bilaterally sym- 
metrical, whereas enlargement of paratracheal nodes, 
present in 6 cases, was always unilateral and right-sided. 
The enlargement persisted for from two to twelve months 
(average six months). In 5 patients transient bilateral 


d (x 40). 
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Fig. 4—Sarcoid tissue adjacent to sweat-ducts in erythema nodosum (x 140). 


diffuse parenchymal mottling developed as the 
hilar nodes subsided ; this persisted for from 
two to three months in 4 patients and for 
‘twelve months in 1. 

These estimates of duration can only be 
approximate because of the variable times 
at which radiographs were taken. In most 
cases chest radiographs were made at the 
beginning of the erythema nodosum, but in 3 
patients there was a delay of a month and in 
2 others a delay of two months. In another 
patient inspection of a routine miniature 
radiograph taken four months before the 
onset of erythema nodosum revealed bilateral 
hilar lymphadenopathy. 1 patient had a 
calcified focus in the original radiograph, and 
another showed a calcified cervical lymph- 
node. 

MANTOUX TESTS 
The intradermal reaction to Old Tuberculin 


was tested in all the patients, ranging from 
1: 10,000 to 1:10. At 1; 100 the result was 


[auGcusT 4, 1956 
positive in 13 and negative in 14 cases. Since 
the test had not been made before the illness. 
it was impossible to decide whether the positive 
reactors had recently converted or the negative 
reactors had previously been positive. 


HISTOLOGICAL EVIDENCE OF SARCOIDOSIS 


At the onset of erythema nodosum due to 
sarcoidosis careful search will often reveal 
other skin lesions or enlarged lymph-nodes 
which will: provide proof of the etiology. 
These may subside within a week. It is 
therefore important to secure this evidence at 
the first opportunity, because it is more 
valuable than radiographs, blood-counts, and 
Mantoux tests. The skin lesions may be 
vesicular, papular, or herpetiform (fig. 2), on 
hands, elbows, and trunk. Sometimes an 
indurated plaque is found invading old scars, 
or the patient may notice that a sear becomes 
livid and indurated just before, or at, the 
onset of the erythema nodosum. Skin lesions 
of this kind provided histological evidence of 
sarcoidosis in 5 patients. Biopsy of a typical 
erythematous lesion in 4 patients revealed 
sarcoid tissue in 2 (figs. 3 and 4). 1 of the 


Fig. 5—Focus of sarcoid tissue in liver (x 100). 


Fig. 6—Large inflammatory area in dermis after Kveim test (x 20). 


patients was exceptional in that she had 
bilateral uveitis, presumably due to sarcoid- 
osis, for seven years before the appearance 
of erythema nodosum. Cervical lymph- 
adenopathy may be a transient feature at 
the onset of the erythema nodosum, and 
biopsy of a cervical lymph-node showed 
evideace of sarcoidosis in 4 patients. 

Aspiration biopsy of the liver showed 
granulomatous foci in 4 patients who had no 
skin lesions or superficial lymphadenopathy 
(fig. 5). 

The Kveim test was applied to 24 patients. 
The characteristic nodule, histologically pos- 
itive on biopsy, developed in 19 (80% 
(figs. 6 and 7). In 6 of these patients 
positive biopsies were also obtained from 
other tissues. 


HEMATOLOGICAL CHANGES 
Red-cell and white-cell counts revealed no 
abnormality but the erythrocyte-sedimenta- 
tion rate (E.S.R.) was always, often greatly, 
increased, and a reading of 80 mm. in the 
first hour (Westergren) was common. The 
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Fig. 7—Active sarcoid tissue at site of Kveim test (x 200). 


E.S.R. returned gradually to normal as the erythema 
nodosum subsided. 
PROGNOSIS 


15 patients followed up for more than two years have 
remained well and free from clinical and radiographic 
complications. 12 patients followed up for from nine 
to twelve months remain in good health. 


Discussion 


The suggestion that erythema nodosum with bilateral 
hilar lymphadenopathy may be caused by sarcoidosis is 
of some standing : 


Kerley (1942) reported 12 young adults with this association, 
of whom 8 developed a sarcoid-like infiltration in the lungs. 

Léfgren (1946) found 15 of 178 cases of erythema nodosum 
to be Mantoux-negative or to react only weakly. He thought 
sarcoidosis probable despite the lack of histological proof. 

Forssman (1946) described 10 patients with erythema 
nodosum and negative Mantoux reactions, of whom 5 showed 
sarcoid tissue on biopsy of a lymph-node or of the nodule 
produced by B.c.G. vaccination. 3 of these 5 patients also had 
bilateral hilar lymphadenopathy. 

Léfgren (1953a), in a survey of 113 patients with erythema 
nodosum and bilateral hilar lymphadenopathy, obtained 
histological proof of sarcoidosis in one-quarter; he considered 
that sarcoidosis was the usual cause. 


The Kveim test makes histological confirmation con- 
siderably easier : 

James and Thomson (1955) have shown that it is often 
positive in active sarcoidosis and negative in tuberculosis. 

Nitter (1953) found it positive in 95% of 40 patients with 
bilateral hilar adenopathy, of whom 5 had erythema nodosum. 


In the present series the Kveim test was applied to 24 
patients and was positive in 19 and negative in 5. A 
positive biopsy was, however, obtained from another 
tissue in all these 5 patients. 

The interpretation of granulomata found on liver 
biopsy may be difficult because similar appearances are 
found not only in sarcoidosis but also in some cases of 
tuberculosis and of brucellosis. An associated negative 
Mantoux reaction supports the diagnosis of sarcoidosis. 

According to Lofgren (1953b) the prognosis in the 
form of sarcoidosis with which we are concerned is good. 
He found that the hilar lymphadenopathy and pulmonary 
infiltration had disappeared after a year in 64% and 
after two years in 91%. In our 15 patients followed up 
for a year or more resolution has been complete by the 
end of a year. 


We are in no position to say how often 
sarcoidosis is the cause of erythema nodosum. 
It appears, however, important to recognise 
this group of patients because the prognosis 
seems to be excellent. It is for this reason 

_ that we report them and emphasise the 
importance of histological diagnosis—a pro- 
cedure facilitated by the Kveim test. 


Summary 


In 27 patients with erythema nodosum 
sarcoid tissue was demonstrated by the 
Kveim test (19) and/or biopsy of skin (5), 
lymph-node (4), or liver (4), or directly from 
the skin lesion of the erythema nodosum (2). 
In 24 of these patients chest radiographs 
showed bilateral hilar lymphadenopathy. 
This always resolved, but in 5 patients it was 
followed by transient diffuse pulmonary 
mottling. In 17 patients transient poly- 
arthritis either preceded or accompanied the 
erythema nodosum. 

The syndrome has a favourable prognosis. 
It is important. to obtain histological evidence 
to segregate this group from erythema 
nodosum due to other causes. 

' We wish to thank the physicians who have kindly referred 
patients to us, and the radiological and photographic depart- 
ments of the Middlesex Hospital for their coéperation. 
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From 1947 to 1949, 91 patients were submitted by the 
surgeons of the surgical professorial unit at the Queen 
Elizabeth Hospital to vagal section for chronic peptic 
ulceration proved in each case either by barium meal, 
gastroscopy, or the findings at operation, or by a 
combination of these methods. All the patients 
have been followed to the present time, and we 
analyse here the results after five years and assess 
the value of vagotomy in the treatment of chronic 
peptic ulceration. 

83 patients were male and 8 female ; their ages ranged 
from 19 to 68 (fig. 1). Partial gastrectomy had been done 
previously in 2 cases and gastro-enterostomy in 3. 
Pain and vomiting were the chief symptoms in most 
cases; bleeding had taken place in 16 and perforation 
in 10, being coincidental in 2; the duration of symptoms 
varied from 4 months to 44 years (fig. 2). 79 patients 
had duodenal ulcer, 5 anastomotic ulcer, and 1 a gastric 
and a duodenal ulcer combined. Early in the investiga- 
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Fig. |~Age at time of operation: stippled, males; cross-hatched, 
females. 


tion 6 patients with gastrie ulcer were also included. 
All the ulcers were considered to be chronic. 

To make possible a proper assessment of the results of 
vagotomy, gastro-enterostomy and pyloroplasty were 
avoided except when stenosis had developed to a degree 
that made a drainage’ procedure obligatory : 


Men Women Total 
Thoracic vagotomy on ale - 48 5 53 
Abdominal vagotomy . . a vs 20 1 21 
Abdominal vagotomy and gastro- 
enterostomy .. 3 1 14 
Abdominal vagotomy and pyloroplasty 2 1 3 
Total... 83 8 91 


1 patient died at operation from air embolism through 
a hepatic vein injured on mobilisation of the left lobe 
of the liver on exposure of the nerves by the abdominal 
route. All the survivors were seen as outpatients three 
months, nine months, one year, three years, and five 
years after operation, except 6 who died during the 
follow-up period and 8 who did not attend at five years. 
Answers to a questionnaire were received regarding 7 
of these 8 patients ; the remaining patient was lost sight 
of after six months and therefore is not included in the 
results. At six and eighteen months after operation 
patients were admitted to hospital for three days for 
barium studies and for assessment of gastric acidity 
by comparing the test-meal, fasting (night) juice, and 
insulin test with similar preoperative studies. 


Results 
Deaths 
4 patients died from unconnected causes: bronchial 
carcinoma, gastric carcinoma, heart-failure, and 
carcinoma of the hepatic flexure. In the last-named an 
anastomotic ulcer was discovered at the site of gastro- 
enterostomy associated with vagal section. In a further 


patient who died the cause of death was unknown ; 
and 1 patient died after hematemesis due to ulceration 
recurring six months after operation. 


Recurrences 

15 patients subsequently underwent partial gastrec- 
tomy for recurrent ulceration confirmed by direct 
examination. Symptomatic evidence of recurrence 
was also obtained in 7 patients who did not undergo 
further operation. (It proved difficult to obtain radio- 
logical evidence of recurrence because a barium meal 
consistently revealed deformity in the duodenum even 
when the original ulcer remained clinically healed.) 

Including 2 patients previously mentioned under 
deaths the total number of patients with recurrent ulcer 
was therefore 24: 14 after thoracic vagotomy and 
10 after the abdominal approach. The condition pre- 
sented with pain and 
vomiting in 15, pain 36 
and bleeding in 3, and 3 
painless bleeding in 5 ; 2 
in 1 patient the con- 28 
dition was discovered 
at laparotomy under- 
taken for carcinoma 
of the hepatic flexure. 
Recurrences became 
manifest at various 
times during the five- 
year period and were 
not restricted to the 
early postoperative 
interval (fig. 3). In 16 
eases the site of the 0 
recurrence was con- 
firmed ; in 6 patients 
with duodenal ulcer 
initially this was found 
to be in the stomach 
(see table). No 
necropsy was done on 
the patient dying from 
hematemesis; on 
clinical grounds a recurrent duodenal ulcer was presumed. 

Excluding 1 patient lost to follow-up and 1 operative 
death, vagal section was found to give good or fair 
result in the remaining 61 patients according to their 
general condition, ability to work, unrestricted diet, 
and absence of postprandial symptoms and abdominal 
tenderness : 


NUMBER OF CASES 


YEARS 


Fig. 2—Length of history before vago- 
tomy : stippled, males; cross-hatched, 
females ; single-hatched, recurrences. 
One recurrence was in a female with 
a history of more than 10 yr. 


Thoracic vagotomy... as ee 30 7 37 


Abdominal vagotomy .. on ll 0 ll 

Abdominal vagotomy and gastro- 
enterostomy . . 10 0 10 
Abdominal vagotomy and pyloroplasty 3 0 3 
Total .. ee ve 54 7 61 


16 PATIENTS IN WHOM THE SITE OF RECURRENCE WAS CONFIRMED BY OPERATION 


Case Length of Acidity reduced 
no. ass = Site of ulcer Operation Initial acidity after vagotomy Recurrent ulcer 
1 66 17 mos. Prepyloric gastric and A.V. + G.E. High normal Yes Anastomotic 
stenosis 
2 51 Anastomotic ?.¥. Normal Yes 
3 41 a Duodenal T.V. High Not known Duodenal 
4 28 AY. Low 
5 47 2.4. Normal No Gastric 
6 45 AY. Not known on 
7 19 S T.V. High Yes Duodenal 
8 40 > ?.V. No Gastric 
28 4 mos. A.V. + Anastomotic 
10 50 9 yr. T.v. = Yes Gastric 
11 29 2.¥. No Duodenal 
12 56 20 > av. Yes 
14 40 16 2.7. Gastric 
15 22 9 T.V. Duodenal 
16 49 7 Gastric 


a.v. = Abdominal vagotomy. T.v. = Thoracic vagotomy. G.E. = Gastro-enterostomy. 
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Weight was 
gained by 24 of the 
90 survivors, re- 
mained unchanged 
in 37, and was 
unrecorded in 5. 
More than 1 st. was 
lost by 3, and less 
than 1 st. by 2i. 
Of the 24 who lost 
weight only 7 had 
recurrent ulcer, the 
remaining 17 being 0 
symptom-free. One O-1 1-2 2-3 3-4 4-5 
of the 5 patients YEARS 
operated on fOr fig, Intervals between operation and 
anastomotic ulcer recurrence. 
needed partial 
gastrectomy for recurrence seven months later; in 3 
the result was good, and in 1 fair. Death took place from 
carcinoma of the hepatic flexure in | of the 6 patients with 
gastric ulcer initially ; 
developed at the time of death. Symptomatic evidence 
of recurrence was present in 2, and the remaining 3 
maintained good health. 7 of the 8 women operated on 
remained well, only | having further ulceration. 
Post-vagotomy Symptoms 

Severe symptoms were not observed in the post- 
operative period ; most patients were comfortable and 
recovered quickly. After vagotomy without associated 
drainage gastric stasis was never so severe as to warrant 
further operations. Dysphagia, diarrhoea, and eructation 
(sometimes foul) never persisted to five years : 


NUMBER OF CASES 


Absent Mild Severe Unrecorded 

ia: 57 21 
0—6 mos. il 1 
Over 6 mos. .. os 0 0 

Diarrhea : 65 2 
0—6 mos. os os 9 3 
Over 6 mos. .. ee ll 0 

ion: 35 2 
Over 6 mos, .. 39 1 


Gastric Acidity 


In as many cases as possible gastric acidity was tested 
immediately before and after vagotomy, at six months, 
and at eighteen months. Reliance was placed on no single 
test, but the ‘‘ battery ’’ method was used with a combina- 
tion of fractional test-meal, histamine response, night 
fasting juice, and insulin meal. The tests were made 
in two stages : 

(1) The usual fractional test-meal was given; and, after 
the 2'/,-hour specimen had been aspirated, histamine 1-5 mg. 
was administered. Specimens were then taken 4/,-hourly 
for a further hour and estimated for acid response to 
histamine. . 

(2) The acidity of the fasting juice was estimated from 
samples withdrawn from a Ryle’s tube hourly through the 
night. No breakfast was given, and at 8 a.m. soluble insulin 
10 units was injected intravenously and the gastric contents 
were aspirated at intervals of 1/, hour for one hour. Con- 
currently blood-glucose levels were also estimated to ensure 
a reduction to 40 mg. during the hour (Brooke 1949). 


The results of all four tests were taken into considera- 
tion in grading each patient at each stage. On the whole, 
the results of the histamine and insulin tests were 
compatible, and these tests were considered to be the 
most reliable. Though acidity was found at night in all 
the patients, no quantitative correlation was obtained 
between this and the acid response to histamine and 
insulin in the individual patient. The general impression 
was obtained that the results of the fractional test-meal 
were inconsistent with the other tests. 

The preoperative acidity was tested in 89 patients 
and found to be high in 63, high normal in 11, normal in 
13, and low in 2. There was no reduction of acidity 
at any time after the operation in 12 patients ; reduction 
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was observed immediately after the operation in 52, 
at six months in 20 more, and at eighteen months in a 
further 2. Acidity later rose or had even returned to 
preoperative levels in 24 of the 52 patients with immediate 
postoperative reduction. 36 patients of the 86 tested 
for acidity during the follow-up period therefore showed 
either no reduction of acidity as a result of operation 
or no lasting effect in this respect. The failure to obtain 
reduction of acidity was not related to the type of 
operation, nor was recurrence of ulcer predominant in 
those patients in whom a reduction of acidity was not 
achieved, several of the failures showing lasting reduction 
of acidity. 
Conclusions 

After the exclusion of 4 deaths not associated with 
ulcer, 1 operative death, and 1 patient lost to follow-up, 
recurrences developed in 24 patients (2 of whom died) 
out of the 85 remaining (28-2%), of whom 65 had had 
no drainage procedure at the time of vagal section nor 
any gastric operation before it. Recurrences developed 
in 18 of these 65 patients, giving a recurrence-rate of 
27-7% for vagotomy as the sole treatment of peptic 
ulcer. The frequency of recurrence therefore appears 
to have been unaffected by the presence or absence of 
gastro-enterostomy, pyloroplasty, or partial gastrectomy 
v®one either before or at the time of vagotomy. The 
rate of recurrence will increase with the passage of time, 
for further recurrences have been observed after the 
five-year period. 

On the physiological concept that, after vagal section, 
it is impossible to stimulate the secretion of acid by 
means of an adequate degree of hypoglycemia, either 
nerve section was inadequate in many cases or else the 
nerves had regenerated ; it was immater.al whether section 
was made through the thorax or thz<ugh the abdomen. 
Nevertheless no correlation was found between the 
failure to reduce acidity and the recurrence of ulceration. 
No constant factor to explain recurrence was found, 
because the age-distribution, the duration of symptoms 
before the operation, and the type of operation are similar 
in the series as a whole. In the small group of women 
results were proportionally better than in the men, 7 
out of 8 remaining well. 

A notable feature was the development of gastric 
ulcer in 6 patients who had previously had duodenal 
ulcer (see table). This might be explained by the 
mechanism that comes into play in concomitant gastric 
and Guodenal ulcers (Johnson 1948, 1955), the gastric 
ulcer arising secondarily to stenosis and hold-up due 
to a duodenal ulcer; vagotomy would provide a good 
neuromuscular cause for disturbance of the normal 
pyloric outflow. Nevertheless this seems to be an unlikely 
explanation for the occurrence of gastric ulcers in this 
series because in no case did serious gastric stasis 
arise, and barium studies undertaken six months after 
operation showed a return to normal gastric emptying 
time. To those who believe that simple gastric ulcer 
predisposes to gastric carcinoma gastric recurrences 
must be a deterrent to the operation. 1 death took place 
as a result of gastric carcinoma in a man who had had 
a duodenal ulcer. 

Two difficulties have been encountered during the 
five-year period of assessment. The criteria of healing 


‘are entirely clinical because scarring may remain to 


present radiological evidence of duodenal deformity 
at all times. The various tests of gastric acidity are too 
variable in their results on different occasions in one 
individual to make comparison easy and are thus robbed 
of meaning; exact clinical correlation appears to be 
impossible. 

Section of the vagal nerve may have a place in the 
treatment of women with duodenal ulcer; done as 
an initial operation it should be done through the abdomen 
to ensure inspection of the lesion. The operation may be 
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of value in recurrent ulceration whee further gnetale 
resection would involve total gastrectomy ; the approach 
may then be through the thorax because previous inter- 
ference within the abdomen renders difficult exposure 
of the nerves from below the diaphragm. 


Summary 


Vagotomy was done in 91 patients for proved chronic 
peptic ulceration. 

All the survivors were reviewed at intervals up to 
five years; ulceration recurred in 24 patients, with 
gastric ulcer in 6. Preoperative and postoperative 
gastric acidity was specially studied, and little correlation 
with the clinical results was found. 

The place of vagotomy in the treatment of chronic 
peptic ulcer is discussed. 
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Curonic right heart-failure due to extensive oblitera- 
tion of the pulmonary arterial tree by recurrent thrombo- 
embolism is a rare but well-recognised pathological entity 
(Barnes and Yater 1929, Belt 1939, Covey 1943, Carroll 
1950, Petch 1951). In most of these published cases the 
cause of the cor pulmonale could be established before 
death from a history of thrombosis of deep leg or pelvic 
veins and repeated episodes of acute cor pulmonale or 
pulmonary infarction. At times, however, emboli may 
produce no clinically recognisable pulmonary infarcts, 
and radiological changes may be absent, fleeting, or 
atypical (Homans 1943, Short 1951). 

We report here three such cases which illustrate the 
clinical manifestations and diagnostic difficulties. 


Case-reports 


Case 1.—A former regular soldier, aged 34, attended as an 
outpatient in September, 1947, with two years’ history of 
vague chest pain and a strangling sensation in the chest and 
throat increasingly easily provoked by exertion. His past 
medical history was good apart from a flesh wound in the right 
calf in 1944, and he had been demobilised medically fit in 
1945 shortly before the onset of his symptoms. Clinical 
examination and radiography of his chest revealed no abnorm- 
ality, and he was reassured ; but his symptoms persisted, and 
he was admitted to hospital in August, 1948, after a small 
hemoptysis. Physical examination was again negative, but 
the chest radiograph showed a small ill-defined opacity in the 
right lower zone. The sputum was persistently negative for 
tubercle bacilli, and bronchography was normal. In March, 
1949, after four years’ symptoms, he was readmitted in con- 
gestive cardiac failure. An electrocardiogram (the first taken) 
showed normal sinus rhythm and gross right ventricular 
preponderance (R in V,, S>R in V,, T-wave inversion V,>V,), 
and this pattern remained substantially unaltered in subse- 
quent records. Improvement was slow, and the cause of the 
heart-failure remained obscure. In October, 1949, he was 


transferred to the medical professorial unit, Queen Elizabeth 
Hospital, Birmingham. 


ORIGINAL 


faueust 4, 1956 


Fig. |. 
Fig. |—Case |: 


Fig. 3. 

chest radiograph showing moderate cardiac enlarge- 
ment, highly vascular right upper lobe, and oligemia of remaining 
lung fields. 


Fig. 3—Case 2: chest radiograph showing moderate cardiac enlarge- 
ment, prominent hilar vascular shadows, oligemic lung fields, and 
left pleural reaction. 


On admission he presented the usual signs of advanced right 
heart-failure with distended pulsating neck veins, dependent 
cedema, ascites, and cyanosis. The cardiac enlargement 
appeared to be purely right-sided, but the pulmonary second 
sound was not greatly accentuated; there was a harsh 
systolic murmur at the pulmonary area. Respirations were 
deep and rapid, amounting at times to air-hunger. There was 
good and equal air entry over both lungs, and no adventitial 
sounds were heard. Both legs were covered with a network of 
venules, but there was no calf tenderness. The urine was 
normal. 

Investigations.—A blood-count showed red cells, 4, 660,000 
per c.mm., and Hb 13 g. per 100 ml. A chest radiograph 
(fig. 1) showed moderate cardiac enlargement and translucent 
lung fields, apart from the right upper zone where the vascular 
markings were abnormally prominent. Vital capacity 3-8 
litres (predicted 4-1 litres). Wassermann reaction and Kahn 
test negative. Cardiac catheterisation showed a low-output 
right heart-failure with much pulmonary hypertension (mean 
pulmonary arterial pressure 52 mm. Hg). Arterial oxygen 
saturation 94%. 

Progress.—The patient improved with routine treatment 
but remained incapacitated. Anticoagulants were not used. 
Six months later he began to relapse with a recurrence of 
severe breathlessness, chest pain, and small hemoptyses, and 
he died in uncontrolled congestive failure in October, 1950. 

Necropsy (Dr. W. St. C. Symmers) revealed long-standing 
congestive cardiac failure. The heart was greatly enlarged, 
with gross dilatation and hypertrophy of the right ventricle 
and auricle. The main branches of both pulmonary arteries 
were occluded by laminated clot in various stages of organisa- 
tion, deposited on what, at first, appeared to be the atheroma- 
tous original intimal lining. However, this proved on histo- 
logical examination to be the lumen of yet another thrombus, 
recanalised and very old (fig. 2). The smaller pulmonary 
arteries were relatively free from thrombus and showed no 
evidence of medial hypertrophy. Both common and external 
iliac veins were completely fibrosed, and each recanalised 
narrow femoral lumen was traversed by an endothelised mesh 
of fibrous tissue. A leash of collateral veins formed the 
beginning of the inferior vena cava. 


Comment.—A massive silent embolism of the major 
pulmonary arteries, from a thrombotic process in the leg 
and pelvic veins after the 1944 leg wound, was followed 
by recurrent emboli from the same source in subsequent 
years and brought about progressive pulmonary hyper- 
tension and right heart-failure. 

Case 2.—An unmarried male factory worker, aged 43, 
attended as an outpatient in April, 1954, with increasing 
exertional dyspnea and irritable non-productive cough. For 
five years he had worn a truss for a right inguinal - hernia. 
He had been breathless for about eighteen months, and in the 

t six months had a dull ache in the left lower chest and a 
dry irritable cough. In January, 1954, he had a femoral 
venous thrombosis, first on the left, and, next month, on the 
right. On rest in bed at home both resolved without any 
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apparent embolic incident ; but, on re-starting work, he had 
found himself so much more breathless that he had to give up. 
Examination revealed no disease of the heart or lungs to 
explain his symptoms. He had slight bilateral ankle edema 
but no evidence of active phlebitis, and a mild systemic 
hypertension (blood-pressure 180/100 mm. Hg). A right 
inguinal hernia was controlled by a tightly fitting truss. 
Radiography of his chest (fig. 3) showed slight cardiac enlarge- 
ment and a left pleural reaction. An electrocardiogram 
(April 30, 1954) (fig. 4), was normal apart from slight inversion 
of the T wave in chest leads V,-V;. His condition deteriorated, 
and he was admitted to hospital six weeks later. 

On admission he was pale, obese, and breathless on exertion, 
with the same troublesome dry cough. His neck veins were 
distended and pulsating. His pulse was rapid and regular, and 
blood-pressure 180/100 mm. Hg. His heart was moderately 
enlarged, with a diffuse impulse. A triple rhythm was audible 
at the left sternal edge, and the pulmonary second sound was 
moderately accentuated. A soft late systolic murmur was 
audible over a wide area of the upper right chest anteriorly. 
The lung fields were clinically clear, with good and equal air 
entry. Both legs were oedematous and covered with a network 
of superficial venules, but there was no evidence of active 
phlebothrombosis. The urine was normal. 


Investigations.—There was moderate iron-deficiency anzwmia. - 


Blood-count : red cells 4,080,000 per c.mm., Hb 8-9 g. per 100 
ml. The stools were negative for occult blood. A chest radio- 


: @ large pulmonary artery showing well-organised 
recanalised thrombus (x 14). 


graph showed no significant change. An electrocardiogram 
(June 18, 1954) (fig. 4) showed steep inversion of the T waves 
in leads V,-V,. 

Diagnosis and Treatment.—Embolic cor pulmonale was 
diagnosed. ‘Treatment with rest in bed, digitalis, and anti- 
coagulants was begun, and the cardiac failure resolved 
rapidly. The anemia responded promptly to oral iron. 

Further investigations were made when the patient was 
ambulant. Angiocardiography showed much dilatation of the 
proximal pulmonary arteries, with very poor filling of the 
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Feb.14 
1955 


Fig. 4—Case 2: serial electrocardiograms showing development and 
regression of right heart-*‘ strain pattern. 


Apr.30 June 18 June 29 July 12 Nov.26 
1954 


peripheral arteries in both lung fields, especially the left 
lower lobe. Respiratory-function tests showed vital capacity 
4-63 litres ; maximal breathing capacity 145 litres a minute ; 
resting ventilation 10-4 litres, a minute ; exercise ventilation 
(Hugh-Jones test at 300 kg. metres a minute) 48 litres a 
minute ; and differential lung function (bronchospirometry) 
showed that the right lung contributed 83% of the total oxygen 
uptake and 55% of the total ventilation. These respiratory 
investigations demonstrated a normal total and differential 
ventilation ; an abnormally high ventilatory cost of exercise ; 
and inequality of perfusion of the two lungs, the left receiving 
less than 40% of its normal proportion of the pulmonary 
blood-flow. 

Progress.—Outpatient treatment with anticoagulant therapy 
was continued for six months, and the patient’s exercise 
tolerance improved steadily. The electrocardiogram (fig. 4) 
underwent a slow regression to a normal pattern. Cardiac 
catheterisation in February, 1955, eight months after his 
admission, showed a normal resting cardiac output (2-3 litres 
a minute per sq. metre), mild pulmonary arterial hypertension 
(40/10, mean 28 mm. Hg), and slight arterial oxygen unsatura- 
tion (88°8%). After this investigation the hernia was repaired 
under anticoagulant cover without incident. When last seen 
in November, 1955, the patient was well and working. 


Comment.—A tightly fitting truss probably precipi- 
tated thrombosis of deep veins in the legs. Dyspnea, 


c d 


Fig. 5—Case 3: serial chest radiographs (a, April 23, 1953 ; b, May, 29, 1954; c, June 19, 1954; d, Aug. 23, 1955). See text. 
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cough, and chest pain preceded the clinical development 
of femoral venous thrombosis by more than a year. 
There were never any symptoms of pulmonary infarction 
or of acute cor pulmonale. Chronic cor pulmonale first 
became apparent three months after the clinical resolution 
of the phlebothrombosis in the legs. 


Case 3.—-A housewife, aged 36, was in good health apart 
from mild bilateral varicose veins until 1950, when increasing 
frequency of micturition developed. Examination revealed a 
pelvic mass, and at laparotomy a leiomyosarcoma of the 
uterus, involving the right broad ligament and ovary, was 
discovered and removed. Despite this she remained in good 
general health until April, 1953, when she complained of 
increasing exertional dyspnoea, palpitations, and an increase of 
the varicose veins. A general examination and chest radio- 
graph (fig. 5a) showed no evidence oi recurrence of the pelvic 
growth or of secondary deposits, and there was no apparent 
disease in the heart or lungs to explain her symptoms. Her 
breathlessness persisted and she was admitted to hospital in 
October, 1953, with breathlessness, non-productive cough, 
tachycardia, low-grade pyrexia, and spontaneous ecchymoses. 
There was again no evidence of local or distant metastases, 
and the pyrexia and ecchymoses subsided spontanéously ; 
but the dyspnea, still without apparent cause, continued to 
increase in severity, and cyanosis and early clubbing of the 
fingers appeared. On readmission in January, 1954, the 
dyspnea had become incapacitating, cyanosis and finger 
clubbing were pronounced, and the neck veins were distended 
and pulsating. Slow deterioration continued, and in April, 
1954, a year after the onset of her symptoms, she was admitted 
to Hill Top Thoracie Surgical Centre with a provisional 
diagnosis of constrictive pericarditis. 

On examination she was extremely ill, with intense air- 
hunger exacerbated by paroxysms of violent non-productive 
coughing. She had deep cyanosis and well-marked finger 
clubbing. Her pulse was rapid and feeble, with a striking 
paradoxus quality. Blood-pressure 110/90 mm. Hg. Her neck 
veins were distended and pulsating, and her liver was enlarged 
and tender. She had no dependent cedema. Her heart was 
moderately enlarged, with a diffuse impulse ; a well-marked 
triple rhythm was audible at the left sternal edge, and an 
intermittent tricuspid systolic murmur was also heard there ; 
the pulmonary second sound was moderately accentuated. 
The lungs revealed good and equal air entry with no added 
sounds. The superficial abdominal veins were engorged and 
drained towards the chest. The urine was normal, 

Investigations.—A blood-count showed red cells 5,130,000 
per c.mm., Hb 16-6 g. per 100 ml. The erythrocyte-sedimenta- 
tion rate (Wintrobe) was 1 mm. in the first hour. A chest 
radiograph (fig. 5b) showed moderate cardiac enlargement, 
with a dilated pulmonary conus; the lung fields appeared 
abnormally clear, with diminished vascular markings. An 
electrocardiogram showed sinus tachycardia and flat T waves 
in all leads. Arterial oxygen saturation was 82% and was 
unchanged by oxygen inhalation. In view of the patient’s 
precarious condition no further investigations were under- 
taken. Thrombo-embolic cor pulmonale was provisionally 
diagnosed, and treatment with oxygen, digitalis, and anti- 
coagulants was started. 

Progress.—F or a few weeks there was striking improvement. 
The right heart-failure resolved, the cyanosis lessened, and 
the air-hunger disappeared. A chest radiograph (fig. 5c) 
showed an appreciable decrease in the heart size. A further 
deterioration was initiated by renewed attacks of air-hunger 
and paroxysmal cough. After three months’ treatment anti- 
coagulants were discontinued following a small hemoptysis 
provoked by a bout of coughing. In January, 1955, the 
patient was readmitted with intense cough, air-hunger, and 
radiological signs of collapse of the left lower lobe. Since that 
time there has been persistent right heart-failure with ascites 
and cedema unresponsive to diuretics. When last reviewed in 
September, 1955, the patient was completely disabled ; her 
heart was grossly enlarged, but her lung fields remained 
clinically and radiologically clear (fig. 5d). An electrocardio- 
gram showed inversion of the T wave in chest leads V,—V,. 
The arterial oxygen saturation was 73%. 


Comment.-—Phlebothrombosis of the pelvic veins, 
initiated by, or following on, the removal of a uterine 
tumour in 1951, gave rise to reeurrent ‘‘ silent ’’ pulmon- 
ary embolism. The rapid deterioration after October, 


1953, was consistent with repeated showers of emboli 


from a spreading thrombosis in the inferior vena cava. 
The early development of central cyanosis favours a 
widespread ‘‘ miliary’? embolism of the pulmonary 
arterioles. Tumour emboli are unlikely in view of the 
duration of her illness and the absence of pulmonary 
metastases. 

Discussion 

Twelve examples of “ silent ’’ embolic cor pulmonale 
have been seen in the last twenty years at the Massa- 
chusetts General Hospital and reported by Owen et al. 
(1953) ; isolated cases have also been reported (American 
Journal of Medicine 1955). 

Exertional dyspnea, palpitations, and an irritable 
non-productive cough are the earliest symptoms, but 
these may be dismissed as functional because they precede 
any clinical or radiological signs of cardiopulmonary 
disease by months or even years. Ventilatory function 
remains normal even when right heart-failure has 
developed, but there is an abnormally high ventilatory 
cost of exercise. The dyspnea seem to be related to this 
hyperventilation, which may become so severe as to 
produce paroxysms of air-hunger. Moderate cyanosis, 
observed first after exertion, is an early sign and appears 
to be due mainly to peripheral stasis, because the arterial 
oxygen saturation is not usually greatly depressed. 
Intense cyanosis, with finger clubbing and polycythemia, 
is unusual although it was observed in one of our cases. 
Here, the striking arterial unsaturation could have 
resulted from the development of multiple ‘‘ angioma- 
toid”’ channels by-passing the obstructed pulmonary 
arterioles, similar to those described by Bedford et al. 
(1946) in bilharzial heart-disease. Alternatively, a raised 
right auricular pressure could have caused a right-to-left 
shunt through a patent foramen ovale. The fact that the 
cyanosis preceded by months any clinical signs of right 
heart-failure favoured the former cause. 

The chest radiographs provided surprisingly little 
evidence of the embolic process. Reduction in the 
pulmonary vascular markings was an obvious feature in 
two cases ; in the third a highly vascular right upper lobe 
contrasted with the oligemic appearance of the other 
lobes, whose normal blood-flow the former was in large 
part carrying. Electrocardiographic evidence of fully 
developed right ventricular. preponderance is clearly a 
relatively late manifestatiOn; an ingravescent right 
heart-‘‘ strain ’’ pattern led to an early diagnosis in one 
case, 

The effective arrest of the condition in one of our cases 
by anticoagulant therapy emphasises the need for early 
diagnosis. In the light of these case-histories we believe 
that ‘‘silent’’ embolic cor pulmonale should be con- 
sidered when persistent exertional dyspnea remains 
unexplained after physical and radiological examination 
of the chest and a blood-count. 

The known liability of cardiac patients to overt 
incidents of pulmonary thrombo-embolism suggests the 
question how often similar complications, clinically silent, 
may initiate a deterioration too easily accepted as being 
in the natural course of the primary disease. 


Summary 

Three cases of cor pulmonale secondary to recurrent 
‘*‘ silent’? pulmonary thrombo-embolism are described. 
In one patient early diagnosis and effective anticoagulant 
therapy led to arrest of the condition without permanent 
disability. 
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INDUCTION-DELIVERY INTERVAL 
FOLLOWING ARTIFICIAL RUPTURE 
OF THE MEMBRANES 


A. Maniy 
M.B. Melb., F.R.C.S., M.R.C.O.G. 
JUNIOR OBSTETRICIAN -GYNAZCOLOGIST, FOOTSCRAY AND 
DISTRICT HOSPITAL, MELBOURNE, AUSTRALIA 


* To sleep ; 
No more ; and by a sleep to say we end 
The heart-ache and the thousand natural shocks 
That flesh is heir to: ’ tis a consummation 
Devoutly to be wish’d.” 
Hamlet, Act III, Sc.i. 


Not every patient submitted to rupture of the mem- 
branes begins labour as quickly as one would wish. 
Such patients often cause worry and anxiety not only to 
themselves and their relations but also to the attending 
obstetrician. 

To get a better understanding of the non-initiation 
of labour after artificial rupture of the membranes I 
analysed 500 consecutive cases of such rupture in the 


obstetric unit at Park Hospital Manchester, in 1952-54. ° 


In these cases there were 2 maternal deaths and 21 
stillbirths. I do not consider that either maternal death 
was associated with the rupture of the membranes. 


Case 1.—A woman was admitted exsanguinated by ante- 
partum hemorrhage at the 34th week of gestation. No 
foetal heart was heard. After resuscitation, examination 
under anesthesia revealed a type-n placenta previa. Artificial 
rupture of the membranes did not abate the bleeding ; so 
internal version was done. A stillborn premature baby, the 
placenta, and a large retroplacental clot were soon delivered, 
but bleeding persisted. Exploration of the uterus revealed 
a large uterine perforation. After further transfusion subtotal 
hysterectomy was done, but the patient died. 


Case 2.—A woman with hypertension and a contracted 
pelvis had previously produced, as the result of her only 
pregnancy, a stillborn baby at 28 weeks through severe 
toxemia. Her second pregnancy was terminated at the 36th 
week for hypertension, and labour began immediately. In 
spite of adequate paihs no progress was made ; and, because 
the blood-pressure was rising and had reached 210 mm. Hg 
systolic, cesarean section was done, but the patient died 
although the baby lived. 


Indications for Induction 


The indications for artificial rupture of the membranes 
were as follows : 


No. of cases 
“ Postmaturity 7 days or more the 
date of delivery 227 (45 
“ Expected date of delivery (20%) 
Toxemia 3 (18-5 %) 
Antepartum hemorrhage 33 (46%) 
Trial of labour .. 
Rhesus- — blood with antibodies 8 
Unstable lie 5 = 7 
Hydramnios wis 4 
Other minor indications Re sel 14 
Totel .. 500 


During part of the period of this investigation post- 
maturity was being studied (Racker et al. 1953). For 
this purpose patients were admitted to the clinic either 
on the expected date of delivery calculated from the 
first day of the last menstrual period or on the seventh 
or the fourteenth day after the expected date. Patients 
admitted from outside clinics for delivery in hospital, 
but whose antenatal care was not directed by us unless 
their pregnancy was complicated, acted as controls. 
Therefore a large proportion (65%) of the cases studied 
were postmature. This explains why there were so 
many cases of artificial rupture of the membranes in 
so short a period where the average annual number of 
deliveries is about 1500. 

Toxemia accounted for 93 cases (18-5%). All other 
indications were rare, except 23 cases (4-6%) of ante- 


partum hemorrhage. Llewellyn-Jones (1955), in 410 
eases of puncture of the membranes, induced 42% for 
toxemia, 7% for antepartum hemorrhage, 35% for 
maturity, and 16% for less common conditions. In the 
present series 7 (1-4°%) were induced for ‘‘ trial of labour.”’ 


Method 


Puncture.—The types of rupture of membranes in the 
present series were as follows : 


Bloodstained “ Failed” 
hind-water hind-water 
Hind-water Fore-water necessitating necessitating Total 
fore-water fore-water 
rupture rupture 
393 60 32 15 500 


Hind-water puncture with the Drew-Smythe catheter 
was used in most cases partly because it was considered 
easier to perform and partly because it was the custom. 
In. more than 90 cases the cervix was closed so tightly 
that this was the only available method of puncturing 
the amniotic sac. In 393 cases hind-water rupture was 
successful, but in 15 cases no fluid was obtained through 
the catheter in spite of movement and often reinsertion 
of the catheter. Fore-water puncture was therefore 
then done. In another 32 cases bloodstained fluid, 
often apparently pure blood, was obtained, because the 
instrument perforated the placenta; in these cases 
also the fore-waters were ruptured. 

As a primary procedure, however, the fore-waters 
were ruptured in 60 cases, mostly cases of antepartum 
hemorrhage examined in the operating-theatre, twins, 
accidental hemorrhage, and those cases where the 
Drew-Smythe catheter accidentally perforated the fore- 
waters. 


Membrane Sweep 

In all cases where the finger could be inserted into the 
cervix the membranes were gently swept off the cervix, 
but as a primary and sole procedure this manguvre 
was done in 6 cases unsuccessfully, followed 72 hours 
later by artificial rupture of the membranes and sub- 
sequent normal vaginal delivery. 


Anesthesia 

Anesthesia is not essential for rupture of the mem- 
branes. All the cases-except 3 were managed without 
anesthesia and without unduly disturbing the patient. 
These 3 patients were extremely nervous, the cervix 
was high and tight, and an attempt was first made without 
anzesthesia. 

There were also patients with antepartum hemor- 
rhage where anesthesia was necessary to exclude 
placenta previa, which may have made cesarean section 
essential. 

Induction-delivery Interval 

Since it is often difficult to know the exact time of 
onset of labour, the interval between induction and 
delivery is used because the time of each is accurately 
known. This has the great disadvantage of not indicating 
the length of labour, but all one wants to know when 
rupturing membranes is the expected time of delivery. 
In the present series the intervals were as follows : 


hr. 25-48 hr. 49-72 hr. Mare 
255 (51%) «150 (30%) «52 (10%) 43. (9%) 


Lemmon (1948), analysing the figures of the Royal Women’s 
Hospital, Melbourne, found that 85% of women were 
delivered within 48 hours, and only 6-5% remained after 
72 hours, from the time of artificial rupture of the membranes. 

Tennent and Black (1954) studied the County of Lanark 
Hospital cases of artificial rupture of the membranes: of 
1585 women 166 had not begun labour after 72 hours; of 
these, 131 had begun by the 7th day, 31 by the 14th day, and 
4 after this day. The longest interval was 43 days, and in this 
case neither mother nor child suffered upset. This figure of 
166 is about 10-5% of their cases. 
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Neither Lemmon (1948) nor Tennent and Black (1954) 
subdivided their cases into hind-water and fore-water 
puncture ; but the present series was investigated further 
according to the type of rupture. Of the 393 cases in 
which the hind-waters were ruptured, 79% were delivered 
in 48 hours and 9-6°% were still undelivered after 72 hours. 
In the smaller number of 66 cases of fore-water puncture 
again 79% were delivered in 48 hours and 9% remained 
undelivered after three days. 

In 15 cases the fore-waters were ruptured after 
puncture with the Drew-Smythe catheter had failed 
to produce fluid. All of these women were delivered in 
3 days, and of the 32 in whom blood was obtained by 
hind-water rupture and a fore-water rupture was done 
only 1 was still undelivered after 72 hours. These figures 
tend to disprove the idea that a hind-water rupture is 
less efficient than a fore-water puncture as a means 
of terminating pregnancy rapidly and successfully. 


Quantity of Liquor 


Of 90 women from whom 20 oz. or more was removed 
9 were still undelivered after 3 days; and of 80 women 
from whom only 4 oz. or less was removed 10% were 
still undelivered. It has been thought that labour is 
more likely to ensue where a large quantity of liquor is 
removed. These figures disprove this theory. It does not 
seem to matter if 2 oz. or 20 oz. is obtained by the 
catheter. 

Quality of Liquor 


I have already stated that of 32 women in whom blood 
was obtained on rupture of the membranes 95% were 
delivered quickly. In all these cases labour ended 
satisfactorily. 

The liquor was stained with meconium in 23 women, 
and in 2 of these the foetus was known to be dead. How- 
ever, all had normal vaginal deliveries except 2 who 
underwent cesarean section for some other reason. 
FitzGerald and McFarlane (1955), discussing the signs 
of foetal distress, confirm that the passage of meconium 
in a vertex presentation is always ominous, especially 
if freshly passed, compared with old meconium staining. 

Milky liquor was recorded in 24 cases, and all but 1 
of these patients were delivered within 48 hours. All 
had babies weighing more than 7 lb. 4 oz. Milky liquor 
therefore suggests that labour will start rapidly and 
that the baby will be of average size. 

Clear liquor was the usual finding and gave no clue 
to the possible outcome. 


Presenting Part 


In 489 cases the head presented and in the remaining 
1l the breech. Especially when postmaturity was being 
studied, cases were admitted for puncture of the 
membranes irrespective of the presentation. 

Prolapse of the cord is thought to be a possible complica- 
tion of rupture of the membranes. The condition was 
found in only 1 case of head presentation, when labour 
was well advanced, and a vaginal delivery was success- 
fully achieved. There being only 1 case of prolapsed 
cord in 500 successive cases of artificial rupture of the 
membrane, it can be dogmatically stated that prolapse 
of the cord is a rare complication. 

Presentation of the cord was diagnosed in 1 case, and 
caesarean section was done successfully. 

Mobility of the head was no contra-indication to 
puncture of the membranes, because in 128 cases the 
head was mobile, both in multiparous patients and in 
7 primiparous patients, admitted for trial of labour. 

Another variation found in 5 cases was a hand beside 
the baby’s head. In no case did this prevent a successful 
vaginal delivery, but 1 of these babies was born as a face 
presentation, and this presence of a hand alongside 
the head could possibly have been an accessory factor 
in the causation of the presentation at birth. 


State of Cervix 


In 98 women (19-6%) the cervix was closed ; and the 
indications for rupture of the membranes included all 
the main ones (see above). Now, contrary to thought 
and teaching, 79 (80%) were delivered within 3 days. 
The induction-delivery intervals were as follows : 


0-24hr. 25-48hr. 49-72 hr, More than 


20 40 19 19 98 


In 68 of these 98 women the cervix, in addition to being 
closed, was hard and thick ; yet 52 (77%) were delivered 
in 72 hours. Where the cervix was closed but soft, 
thin, and stretchable, only 10% remained undelivered 
after 72 hours. 

Of the 240 women whose cervix was dilated to one 
finger-breadth 92% were delivered within 3 days of 
rupture of the membranes. The induction-delivery 
intervals were as follows : 

0-24hr. 25-48 hr, 49-72 hr, More than 
118 78 25 19 240 


There was no difference in the figures obtained by 
dividing these into “‘ripe’’ and ‘‘ unripe”’ cervices, 
because 8% and 9% respectively were left undelivered 
in 3 days. 

The induction-delivery intervals in the 130 cases 
where the cervix was dilated to two finger-breadths 
were as follows : 


0-24 hr. 25-48 hr. 49-72 hr. 


“88 26 il 5 130 


Of the 5 who were undelivered after 3 days, 4 had a soft 
stretchable cervix. Everyone of these subsequently 
had a vaginal delivery. 

In 32 women the cervix was dilated three finger- 
breadths or more ; yet 1 of them had not initiated labour 
in 3 days, to be eventually delivered vaginally after a 
short labour 4 days after artificial rupture of the 
membranes. 

From these figures there is no doubt that the more 
dilated the cervix at the time of puncture of the mem- 
branes the more likely is labour to ensue quickly ; 
but 80% of the women with a closed cervix will probably 
be delivered within 3 days. 

Greenhill (1953) states that the way to tell whether 
a woman is at term is to examine the cervix: if it is 
soft, effaced, and dilatabie, the patient is at term, and 
artificial rupture of the membranes will initiate labour ; 
on the other hand, if the cervix is hard and closed the 
woman is not at term, and artificial rupture of the 
membranes will usually fail to initiate labour. 

Such a sweeping statement is misleading and, in its 
latter part, unnecessarily gloomy, for the outlook where 
the cervix is hard and closed is not necessarily bad ; 
77-80% of women with a closed hard cervix will be 
delivered by the end of 72 hours after artificial rupture 
of the membranes. 

Cocks (1955), who studied the state of the cervix 
at the time of puncture of the membranes, states that, 
if the cervix is firm and difficulty is experienced in 
inserting a finger, a prolonged latent interval is likely. 
In the present series of 500 cases, however, of 98 women 
with a closed cervix, 58 (59%) began labour within 
24 hours and another 22 (23%) by the end of 48 hours 
after artificial rupture of the membranes. 

Cocks also says that a longer labour is likely in women 
whose cervix is closed, and hard, or unripe. In the 
present series, of the 98 women with a closed cervix 
in 23 (24%) labour lasted 24 hours (perhaps longer 
than in normal patients admitted in labour), whereas 
only 10% had a labour lasting over a day when the 
cervix was dilated to one finger-breadth. These figures 
confirm Cocks’s statement about the length of labour. 
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agree with Tennent wd Black (1954) 
when, in describing the method of puncturing the 
membranes, they state that no regard was paid to 
the state of the cervix, once the decision to rupture the 
membranes had been made; it mattered not if the 
cervix were closed or open, soft or hard. 


Method of Delivery 


In 500 cases there were 49 forceps extractions and 
31 cesarean sections. This rate of forceps (109 6) and 
section (6%) is within the normal figures given for 
hospital obstetric practice (Kerr and Moir 1949). 300 
of these women were primipare, in whom the rate of 
forceps delivery is far higher than in multipare. Of 
the 31 cesarean sections 11 were done on patients with 
a closed cervix, and 9 of these had no labour at all, either 
through undue delay to initiate labour or through 
anxiety on the part of the patient, relations, or the 
accoucheur. 

Oxytocin Stimulation 


Oxytocin, given either by intermittent injection - 


(2'/, units half-hourly for six doses, unless labour ensues) 
or by intravenous drip (5 units in 5% glucose at 20 
drops a minute) was used in 53 cases. It was the custom 
on one of the units to institute oxytocin therapy after 
48 hours from the time of artificial rupture of the mem- 
branes if labour had not started, and at the same time 
chemotherapeutic drugs were given to combat intra- 
uterine infection and maternal pyrexia. In these 53 
cases oxytocin was effective in promoting pains, which 
carried on to regular painful contractions in only 28 
cases (53%). In the other cases irregular painful contrac- 
tions (oxytocin pains) came on at the time of the 
injections or infusion, but there were no true labour 
pains. In these 53 cases in which oxytocin was used 
there were 2 stillbirths: in a patient with toxemia at 
32 weeks and in a patient who subsequently had a 
cxwsarean section for foetal distress in labour 12 hours 
after the injections. Llewellyn-Jones (1955) advocates 
oxytocin by drip after 24 hours have elapsed from 
artificial rupture of the membranes and states that 85% 
of his patients come into labour as a result. 


Non-delivery after 72 Hours 


In 48 cases labour had not ended 3 days after rupture 
of the membranés: in 28 of them delivery was sub- 
sequently normal, the longest interval being 11 days ; 
forceps were used’on another 10; and cesarean section 
was done in the remaining 10. 

The indication for rupture of the membranes was 
‘** postmaturity ’’ or expected date ’’ in 32 cases, and 
there were 8 cases of toxemia near term—cases which 
usually respond rapidly to puncture of the membranes, 

All the women were given chemotherapy after 48 
hours had elapsed, and none suffered any serious ill 
effects. 

The quantity of liquor remaining about the baby 
after rupture of the membrane is an important factor. 
So long as the feetus is freely mobile in the uterus, there 
will be no harm; but persistent heavy loss of liquor 
causes the uterus to clamp down on the child and is an 
unfavourable sign calling for active intervention. 


Stillbirths 


21 babies were born dead, but in 15 of these death 
was unrelated to rupture of the membranes and was 
due to such causes as accidental hemorrhage, fetal 
abnormality, severe toxemia, and prematurity. That 
leaves 6 cases in which death may have been precipitated 
by rupture of the membranes. Gibberd (1951) states 
that there is a 1-2% fetal risk with rupture of the 
membranes in postmature cases, and a 1-2% risk if 
these patients are allowed to carry on till labour ensues. 
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Summary 


500 cases of artificial rupture of the membranes were 
analysed. In all except 50 the Drew-Smythe catheter 
was used because it is considered easier to use and the 
dilating effect of the fore-waters is not lost. 

Anesthesia is unnecessary for this mancuvre unless 
antepartum hemorrhage is present, when cesarean 
section may be necessary. 

The presenting part is unimportant once the decision 
to rupture the membranes has been made. In the present 
cases the head was mobile in 128, and there were 11 
cases of breech presentation. Yet there was only 1 case 
of prolapse of the cord. Prolapse of the cord is a rare 
complication. Presentation of the cord was diagnosed 
once, and a hand beside the head in 5 cases. This latter 
finding does not influence the further course of labour. 

The quality of the liquor is of some significance : 
if blood is obtained through the catheter and a fore- 
water puncture is done, labour usually rapidly ensues ; 
if the liquor is milky, the baby will usually be born within 
48 hours and will be of average weight. Meconium 
staining at the original rupture is no indication for 
urgent cesarean section. 

The quantity of the liquor removed bears no relation 
to the induction-delivery interval. It matters not if 
2 oz. or 20 oz. are withdrawn. There will still be 10% 
undelivered after 72 hours. 

The type of cervix is important. The more dilated the 
cervix the sooner will labour ensue, but a closed hard 
cervix is no contra-indication to puncture of the mem- 
branes, because 77-80% will be delivered in 3 days, 
but labour may last longer. Many patients with a 
‘ripe’? cervix—soft, thin, and stretchable—are still 
undelivered after 3 days. 

Irrespective of the condition of the cervix. of the 
indication, of the presentation, and of the quality and 
quantity of liquor removed by fore-water or by hind- 
water puncture, 77-90% of women will be delivered. 
within 72 hours of artificial rupture of the membranes. 

Oxytocin stimulation after artificial rupttire of the 
membranes successfully initiates labour in about half 
the cases, and its use does not increase the stillbirth- 
rate. 

Most women are successfully delivered vaginally 
after artificial rupture of the membranes. There is no 
cause for alarm if labour has not ensued within 3 days. 
So long as the foetus is freely mobile in the uterus, pro- 
crastination is the practice; but, if the uterus becomes 
firmly wrapped round the baby without labour pains, 
active intervention is necessary. 

Cesarean section is often done as an easy way out 
where labour does not start within an arbitrary time after 
artificial rupture of the membranes and Hamlet’s words 
are again to the fore : 


* Thus conscience does make cowards of us all; 
And thus the native hue of resolution 

Is sicklied o’er with the pale cast of Congest, 
And enterprises of great pith and moment, 
With this regard, their currents turn awry 
And lose the name of action.” 


My thanks are due to Dr. D. C. A. Bevis and Dr. D; C. 
Racker, of Park Hospital, Manchester, for allowing me to 
cite their cases and for their continued help and advice ; 
and many obstetric surgeons and the maternity nurses for 
their willing coéperation at all times. 
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A FAMILY with hereditary hemorrhagic telangiectasia 
(Osler’s disease) is reported because of four special 
features: (1) attention was drawn to it by the presence 
of conjunctival telangiectases in 2 sisters ; (2) ophthalmo- 
scopy revealed ‘‘ varices ’’ of some of the retinal veins in 
these sisters ; (3) 3 members of the family had cavernous 
nevi; and (4) 4 members of the family were micro- 
cephalic idiots with Little’s disease. 


The Family 


Case 1.——A girl, aged 18, attended the eye clinic because of 
sore eyes of recent onset. Examination disclosed mild con- 
junctivitis. In both ocular conjunctive were clusters of 
telangiectases, 1-3 mm. in diameter (fig. 1). The lesions 
showed up in fine detail through the slit-lamp. Circumscribed 
nodular lesions were found in a few of the veins of the left 
fundus, particularly in the inferior temporal vein (fig. 2). 
The girl also had many spider telangiectases over her chest 


Fig. |—Telangiectases on ocular conjunctive of case |. 


and hands and a few on her hard and soft palate. Otherwise 
clinical examination was negative. There was no history of 
abnormal spontaneous bleeding from mucose@. A blood-count 
was normal ; so was a tourniquet test. Capillary microscopy 
of nail-beds showed normal capillaries. 


Case 2.—Two months later a girl, aged 15, applied for 
spectacles and was found to have 
conjunctival telangiectases very like 
those of case 1, her sister, but even 
more pronounced (fig. 3). She too 
had telangiectases on her chest, 
hands, and palate. Again there was 
no history of abnormal bleeding, and 
a blood-count and tourniquet test 
were normal, Ophthalmoscopy 
showed that all the veins of both 
fundi were tortuous, resembling 
twisted cords, and suggested varices. 
The light-reflex of the veins was 
uneven (fig. 4). 

The pedigree is shown in fig. 5; 
29 members of four generations 
were examined : 


The first of the family with 
obvious telangiectasia was the 


father (1.2) of the 2 sisters (11.6 and 
7). He had telangiectases on his 
conjunctive, mouth, and lips. Capil- 
lary microscopy of his nail-beds 
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Fig. 2—Varices of left inferior temporal retinal 
vein of case |. 


[aueust 4, 1956 
showed petechie. There was no history of bleeding. His 
wife (1.3) was a cousin on his father’s side; she had no 
telangiectases or abnormal bleeding. 

A brother (111.3) of the 2 sisters was a microcephalic idiot 
with Little’s disease ; 3 other brothers (1.8-10), who died in 
infancy, also had Little’s disease ; and 2 more brothers (11.5 
and 11), who also died in infancy, did not have abnormal 
bleeding or Little’s disease. 

Of their 4 sisters 3 (11.2-4) had conjunctival telangiectases, 
and the 4th and. youngest (111.2), aged 12, had telangiectases 
around her nose only. 1 of the sisters (11.4) and a consanguine- 
ous brother-in-law (11.1) had attacks of epistaxis. Of the 
7 children of the latter, 1 girl (111.3) had conjunctival telangi- 
ectases ; another girl (111.2) was subject to epistaxis; and a 
girl (11.5) and a boy (11.7) had cavernous nevi, one on the 


Fig. 3—Telangiectases on right ocular conjunctiva of case 2.) 


abdomen, the other on the head and a shoulder. Another 
brother (11.3) had 7 normal children, and 11.4 had an only child 
(11.15), who had @ cavernous nevus on one thigh (fig. 6). 

The ophthalmoscopic findings were normal in all the 
family except cases 1 and 2. 


Discussion 


Since the classical accounts of hereditary hemorrhagic 
telangiectasia by Rendu (1896), Osler (1901), and Weber 
(1904) such lesions have been described for almost all 
parts of the body. Capillary fragility is normal. The 
telangiectases and bleeding sometimes do not appear 
antil middle life. In the present family the telangiectasia 
was of the classical type. Of 29 members of the family 
examined 11 had telangiectasia, but only 3 had associated 
bleeding (epistaxis). Since most of the surviving members 
of this family are young, new lesions may arise and 
additional members of the family may become affected ; 
indeed during our study of this family we witnessed the 
appearance of fresh telangiectases. 

Conjunctival Lesions.—Despite the wide distribution of 
the telangiectases in the body, eye lesions have been 


~ 


Fig. 4—Varices of retinal veins of case 2. 
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reported relatively rarely. Miles (1952) reviewed 10 
previously published cases, the first being that of Weber 
(1907), and described a case of his own. Later reports are 
those of Hanes (1909), Francois (1938), and Cuendet and 
Magnenat (1953). Witmer (1951) described telangiectatic 
changes of the ocular conjunctiva in 3 brothers of a 
known family with Osler’s disease: in the Ist brother 
the conjunctival veins were dilated ; in the 2nd and 3rd 
brothers there were conjunctival telangiectases and venous 
varices. Through the slit-lamp at high magnification in 
1 brother Witmer observed the beginning of varices in a 
ciliary vein. In the present family the presence of 
abundant conjunctival telangiectases in 2 sisters led to 
investigation of the family. 

Retinal Lesions.—Cuendet and Magnenat (1953) 
reviewed the published cases in which the retina was 
involved in Osler’s disease and they referred to 8 cases of 
retinal bleeding. They stated that retinal angiomata 
had not been observed except in the case reported by 
Frangois (1938) : 

This was in a woman, aged 74, who had Osler’s disease and 
severe hypertension (290/120 mm. Hg). She had telangiectases - 
of both palpebral conjunctive, with bleeding in the right eye. 
Examination of her fundi showed hypertensive retinitis, with 
‘** silver-wire ’’ arteries, The veins were dilated, dusky, 
congested, and ectatic. There were numerous hemorrhages ; 
there was also detachment of the retina. 

Francois asked whether the venous dilatation was to 
be attributed to the hypertension or to a venous lesion 
similar to that found in the palpebral conjunctiva. The 
answer was left open, and he suggested that it would be 


Fig. 6—Nevus on left thigh of 111.5. 


and Gasul (1954) describe a case in which Osler’s disease 
was associated with a pulmonary arteriovenous fistula. 


_ In view of these blood-vessel anomalies in association 
with Osler’s disease it is possible that the finding of 3 
members of one generation with nevi is significant. 

It may well be that the consanguineous marriages in 
this family increased the incidence of hereditary defects. 
The findings in this family underline the importance of 

systematic exami- 


nation of con- 
junctive and 
retine and the 
* usefulness of slit- 
lamp examination. 
‘el dint. 1° dinf Osler’s disease 
was found in I1 
members of four 
Il 20% 3 4 sO) 6@ 7@ nC 120 1388 
2 d.inf. family in which 
29 members were 
m 10 20 30 40 5@ 60) 7M 8O 390 100 nO 120) 130 1400 15 examined. 
Male Female members had 
O No signs of Osler's disease © Sex unknown Examined by investigator conjunctival tel- 
@ Conjunctival telangiectases P Pigmented mole d.inf. Died in infancy angiectases, ° 2 
a @ Cavernus nevus E Epistaxes members had 


@ Microcephalic idiot with Little's disease 
Fig. S—Pedigree. 


worth while to examine the fundi in this disease. Our 
present cases 1 and 2, healthy but for their Osler lesions, 
showed varix-like venous ectasia with patchy distribution 
in the retine, and massive telangiectases of the ocular 
conjunctiva. 

It is well known that a particular organ is affected 
again and again in the same family in Osler’s disease. Of 
29 members examined in this family 11 had Osler’s 
disease, of whom 7 had conjunctival and 2 retinal 
lesions. 

The finding of nevi in 3 children in the third generation 
is noteworthy and may be significant; so may the 
finding of Little’s disease with microcephaly and 
idiocy. 

Certain other familial diseases have been found in 
association with Osler’s disease. One of us (Davis 1939) 
described two families in which Osler’s disease was 
associated with hereditary purpura simplex. Singer and 
Wolfson (1944) described hereditary hemorrhagic telangi- 
ectasia associated with familial capillary fragility. Weiss 


T Non-conjunctival telangiectases 


formations in the 
retinal veins. 

3 members of the family had cavernous nevi. 4 mem- 
bers of the family were microcephalic idiots with Little’s 
disease. 

This family was detected through the routine use of 
the slit-lamp. 
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EFFECT OF A MEAL OF EGGS AND 
DIFFERENT FATS ON BLOOD 
COAGULABILITY 
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Tuat a fatty meal accelerates blood coagulation is 
now established (Fullerton et al. 1953, O’Brien 1955) ; 
but we still need to know the effect of eating different 
fats. Postprandial alterations in the coagulability of the 
blood may favour coronary thrombosis; and, if so, 
the greater prevalence of coronary disease may be related 
to the considerable changes in dietary fat during the 
past 50 years. The findings of Bronte-Stewart et al. 
(1956), published since the present work was undertaken, 
emphasise the need for this type of comparison ; for they 
showed that, when different fats were eaten for a number 
of days, the fasting blood-lipoprotein level differed 
according to the nature of the ingested fat. 

In my previous investigation (O’Brien 1955) I gave 
meals containing milk and butter. I now report a com- 
parison of the effect of eating different fats or hen eggs. 


Methods 

Eight male volunteers were used. Four, aged 49 to 65, 
were convalescent and awaiting discharge from a tubercu- 
losis ward. They were afebrile, ambulant, and apparently 
healthy. The other four were aged 70 to 83 and were 
bedridden in a chronic ward. Two had had cerebro- 
vascular accidents, but all were afebril i otherwise 
well at the time of these investigations. 

The basic meal consisted of unlimited ivasi and 
marmalade and tea with a very little milk. To this was 
added either 50 g. of butter, 50 g. of margarine, 50 g. of a 
proprietary cooking-fat,* or two hen eggs. The cooking- 
fat was eaten soaked into bread lightly fried in the fat. 
The eggs were boiled. Four volunteers, all eating the 
same diet, were investigated on any one day: they were 
allowed a normal diet up to 8 o’clock on the preceding 
evening. 

It was previously shown (O’Brien 1955) that under 
certain conditions the clotting-time of platelet-poor 
plasma to which Russell-viper venom has been added 
(the ‘Stypven’ time) varies with the clotting-time 
derived from the thrombin-generation test. Also, the 
thrombin-generation test was shown to vary as the 
clotting-time of whole blood in silicone-coated tubes. 
For the present series the stypven time was preferred 
to either of the other two more erratic tests. One 
part of platelet-poor plasma diluted with four parts 
of physiological saline solution, and stypven diluted 
1/100,000, gave results which were very sensitive to the 
changes observed after meals. 


**S.F. all purpose vegetable cooking fat’ (Van den Burgh & Co.). 
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Fig. 1—Graph relating the clotting-time of citrated whole blood 
(stypven diluted | in 10,000) to stypven clotting-time of piatelet- 
poor plasma diluted | in 5 (stypven diluted | in 100,000). 
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Washed platelets contain a substance similar to 
phosphatidyl] ethanolamine (O’Brien 1956), a substance 
which greatly shortens the stypven time of plasma. It 
was surprising, therefore, to find that the stypven time 
of whole citrated blood (carefully collected into silicone 
glassware), varied pari passu with the stypven time of 
platelet-poor plasma (fig. 1). Why the platelet accelerator 
substance is “ unavailable’? and does not affect the 
results is not known but is being investigated. 

When platelet-poor plasma from fasting subjects is 
clotted in the presence of stypven, a relatively long 
clotting-time is recorded. I was fortunate to obtain 
from Dr. C. H. Lea a sample of egg phosphatidyl ethanol- 
amine (P.E.) which he had shown to be over 99% pure. 
When this P.E. was added to the fasting plasma there was 
a considerable shortening of the clotting-time. When 
increasing quantities of P.E. (each quantity being three 
times the last) were added to a series of tubes containing 
(A) fasting plasma and (B) lipemic postprandial plasma 
(fig. 2) the stypven times for the first few increments 
showed no change : but thereafter each increment caused 
a shortening of the stypven timestill a minimum was 
reached. 

In one experiment the stypven clotting-time of the 
fasting plasma was 72 seconds, and this time was 
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Fig. 2—Effect on the stypven time of adding threefold increments of 
phosphatidyl ethanolamine to fasting (A) and postprandial (B) 
plasma. 


unaffected by the first three increments of P.R. (i.e., 
0-006 ug., 0-02 ug., and 0-06 ug.) but was shortened by 
the addition of 0-18 ug. From this it can be deduced 
that the plasma contained so much phospholipoid-like 
activity that 0-06 ug. of P.-E. was an insignificant addition. 
0-18 ug. of P.E., which was the smallest amount to 
produce shortening of the clotting-time, must be a 
quantity comparable in activity with intrinsic accelerating 
substances in the plasma. I suggest, therefore, that this 
plasma contained accelerating substances equivalent to 
about 0-18 ug. of P.E. 

The same argument applies to curve B, derived from 
lipemic blood. The addition of 0-56 ug. of P.B. caused no 
appreciable shortening, but the addition of 1-7 ug. did ; 
so I argue that the quantity of accelerating substances 
in the lipemic blood was equivalent to about 1-7 ug. 
P.E. The fact that further increments of P.E. produced 
a curve identical with that of the fasting plasma supports 
the suggestion that the coagulability of the lipsmic 
panes had changed in its content of P.E.-like substances 

ut in no other way. Also, the substances in lipemic 
plasma, whether or not they are actually P.E£., must 
act by the same final common path as the extrinsically 
added p.z. The stypven time is also shortened by the 
addition of lauric acid and other fatty acids (Poole 
1955) but it is most sensitive to the addition -of P.E. ; 
so I conclude that under these conditions the stypven 
time is probably a measure of the blood-p.5£. level. 
However, the possibility that the stypven time was 
affected by fatty acids or other unknown substances 
cannot be excluded. 
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TABLE I—VARIATION BETWEEN INDIVIDUAIS TO ALL FATTY 
MEALS 
equivalent ” 


Stypven clotting- 
(ug. per ml.) 


Vol time (secs.) 
olun- 
teer Age Meal 


Fast-  Lip- Differ- Fast- | Lip- | Differ- 
ing emic ence ing wmic | ence 
1 65 87 59 28 0-01 0-34 0-34 
2 ) 76 61 15 0-04 0-29 0-26 
3 49 Average 87 o4 32 0-40 0-40 
1 55 or 64 48 15 0-10 1-2 1:10 
*5 74 all S4 57 27 0-01 0-36 0-35 
*6 60 meals 78 63 14 0-09 0-48 0-39 
7 76 116 0 46 0-01 94 0-93 
8 83 120 100 20 0-06 0-4 0-34 


° Pati ents w ho had had cerebrovascular accidents. 

In tables 1 and 1 “ stypven clotting-time ”’ is derived from the 

stypven ¢ lotting-time of diluted plasma and that of citrated whole 

blood. “ P.e. equivalent ”’ is the maximum amount of P.£. which, 

when added to the diluted plasma, did not shorten the clotting-time 
(see text). 


On each day of the experiment blood samples were 


collected immediately before the test breakfast and at 
1'/,, 3, and 4 hours after the meal. 


At each vein puncture 5 ml. of blood was taken with a 


silicone-coated syringe, transferred to a silicone-coated tube, 
and citrated with 0-5 ml.*of 3-8% sodium citrate. 1 ml. 
was set aside for the estimation of whole-blood stypven time. 
The rest was centrifuged at 4000 r.p.m. for fifteen minutes 
and 0-5 ml. of the supernatant plasma was diluted with 2-0 ml. 
of physiological saline. 

Stypven times were obtained as follows: +o 0-1 ml, of 
warmed citrated blood or of diluted plasma was added 0-1 
ml. of Russell-viper venom, diluted 1/10,000 or 1/100,000 
respectively ; the stock venom was kept on the bench or in 
the refrigerator. 0-1 ml. of warmed saline was added, and a 


minute later 0-1 ml. of A calcium chloride, and the clotting- 


time was recorded. All observations were made at least in 
duplicate and averaged. Next, to 0-1 ml. of the diluted 
plasma was added 0-1 ml. of p.z., 1 mg. per ml. saline solution, 
and similar estimations carried out. This was a check on the 
constancy of the stypven throughout the day. These observa- 
tions were carried out on all four specimens. 

The p.£. (phosphatidyl ethanolamine) dilution curve 
was constructed as a routine only from the fasting diluted - 
plasma samples, and was obtained as follows : 

Threefold dilutions (thus on a logarithmic scale to base 3) 
were made of a suspension of 1 mg. per ml. of the purified 
egg P.E. The first tube contained 1000 ug. per ml. and the 
twelfth tube 0-006 ug. To 0-1 ml. of diluted plasma and 0-1 
ml. of each of the various P.£. dilutions was added 0-1 ml. of 
venom 1/100,000, and a minute later the calctum was added 
and the clotting-time recorded. A graph was then drawn 
relating concentration of P.e. added to the clotting-times. 
These were all roughly similar to A in fig. 2 


Results 
The fasting blood and plasma stypven time, the 
shortest postprandial times and the P.£. dilution curve 
were taken for analysis for each volunteer and after each 
meal. The shortest times were always found at the end 
of l'/, or 2!/, hours, and so the 4th-hour observations 
were discontinued. 


H-—VAREATION TYPE OF MEAL 


Sty pven clotting- | 
) 


time (secs.) 


ml. 
Volunteer Meal | 8 le | 8g 
= 5 | 93 
All volunteers | Oooking-fat 87 66 21 | 0-05) 0-37) 0-32 
Eggs 88 60 28 | 0-06 0-79| 0-73 
Volunteers 1-4 76 -3 | 


No fat 73 


The preliminary observations showed that the stypven 
time for citrated whole blood varied with the stypven 
time of dilute platelet-poor plasma. A graph (fiz. 
1) was therefore constructed relating these two sets 
of observations. This was a_ straight line and 
allowed the whole-blood clotting-times to be converted 
into the “‘ equivalent plasma clotting-times.’”” Thus, an 
average in terms of the plasma stypven times could be 
derived from the stypven times for citrated whole blood 
and for diluted plasma. From each P.E. dilution 
curve, the equivalents of P.E. for the fasting and lipwmic 
times were read off. With few exceptions, the curves 
for all patients were similar, but a separate curve was 
worked out daily for each patient. 


Tables 1 and 1 summarise the results. Table 1 shows 
considerable differences between individuals: the two 
volunteers who had had cerebrovascular accidents did 
not differ significantly from the rest whether the results 
were expressed as the difference of the fasting and 
lipemic clotting-times or in terms of the equivalent 
blood level.’’ Table 1 shows the average results for each 
type of meal. I doubt whether these figures indicate any 
real difference between the results of eating 50 g. of any 
of the three fats, because there were large differences 
between individuals, and even the behaviour of each 
individual in relation to the others was not consistent. 
‘To establish a difference between the fats more volunteers 
would be needed, and each volunteer would have to eat 
the same meal several times. 


The meal of two eggs, which contain only about a 
fifth of the fat in the other meals, produced a similar or 
even greater response. It.could be argued that two eggs 
had already had a maximal effect, but this is not so. 
For example, in one experiment eating two eggs produced 
15 seconds’ shortening in a clotting-time using stypven, 
when the fasting time was 50 seconds. Five eggs produced 
25 seconds’ shortening when the fasting-time was 56 
seconds. 

Discussion 

Two eggs contain about 10 g. of fat (with an iodine 
value of about 80), about 3 g. of phospholipoid, and 0-5 g. 
of cholesterol. Cholesterol oleate in vitro does not 
affect the stypven time (Poole 1955); so the 0-5 g. of 
cholesterol was probably not responsible for the pro- 
nounced effect on the stypven time of eating two eggs. 
The small quantity of fat is unlikely to have been 
exclusively responsible for the observed changes. But 
the high phospholipoid content of the eggs may well 
be at least partly responsible for the observed effects 
on the stypven time. 


Bronte-Stewart et al. have shown that ten eggs daily 
caused a marked rise in the serum-lipoproteins, which 
contain phospholipoid. Thus it is tempting to suggest 
that in the present series the observed postprandial 
shortening of the stypven time after eating two eggs is 
due to a raised plasma-lipoprotein level in the blood. It 
must, however, be repeated that the stypven time can 
be influenced by the presence of.some fatty acids in the 
plasma, and the possibility that the shortening of the 
stypven time is due to a rise in the fatty acids of 
the plasma cannot be excluded. 


We do not yet know how the neutral-fat and phospho- 
lipoid levels (lipoprotein level) of the plasma would be 
affected by ingesting equal weights of neutral fat or of 
phospholipoids. Bronte-Stewart et al. found that 
ingestion of ten eggs, containing a total of 50 g. of neutral 
fat, had more effect on the serum-lipoprotein level than 
ingestion of 50 g. of any neutral fat; and it is possible 
that the concomitant ingestion of phospholipoid caused 
the disproportionate rise in serum-lipoproteins. 

Thus eggs are outstandingly active in raising the serum- 
lipoprotein level and in shortening the stypven time, and 
in both these effects the ingested phospholipoid may 
play an important part. 
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Summary ont Conclusions 


O’Brien (1955) showed that the ‘Stypven’ time 
(i.e., the plasma clotting-time accelerated by Russell’s 
viper venom) varied proportionately with the amount of 
thrombin generated in platelet-poor plasma and with 
the silicone clotting-time of whole blood. 

Ingestion of 50 g. of butter, margarine, or vegetable 
fat, shortens the stypven time. 

The shortening may be due to an increase of fatty 
acids in the plasma, but is probably mainly due to an 
increase of phospholipoids such as phosphatidyl ethanol- 
amine. 

Ingestion of two eggs, together containing about 10 g. 
of fat and 3 g. of phespholipoid, produces a similar or 
even greater shortening. 

As regards its effect on the stypven time the phospho- 
lipoid content of a fatty meal may be as important as 
the quantity or character of the fatty acids it contains. 

My thanks are due to Mrs. J. B. Cheater, A.1.M...T., for help 
with the technical work, and to the Medical Research Council 
for a grant for technical assistance. I also wish to thank 
Dr. J. C. F. Poole for reading the manuscript and Dr. C. H. 
Lea for the preparation of pure egg phosphatidyl ethanol- 
amune, 
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Preliminary Communications 


PHOSPHOLIPIDS FROM BRAIN TISSUE AS 
ACCELERATORS AND INHIBITORS OF 
BLOOD COAGULATION 


Tue current interest in the lipids found in biological 
material, with their relation to the more general problem 
of atherosclerosis and blood coagulation,! prompts us to 
record some results of our continuing investigation into 
an aspect of this problem. 

Previous reports from this laboratory described the 
preparation, from human brain and soybean, of blood- 
coagulation accelerator material, which could take the 
place of platelets in a thromboplastin generation system 
and which therefore appeared to be functionally identical 
with the accelerator material found in the platelets.? * 
Since then we have attempted to identify chemically and 
to isolate the active material. This communication 
presents briefly our observations on the material present 
in human brain. 


Materials and Methods 

Acetone-dehydrated human brain tissue was fraction- 
ated and purified by the method of Folch.* The initial 
ethanol extraction used in this process removes not only 
phosphatidyl choline but also some of the phosphatidyl 
ethanolamine. The two can be separated on a silicic-acid 
column. The materials were homogenised by ultrasonic 
oscillation. The initial concentration of the tested 
material was 2 mg. per ml. 

The coagulation test systems, employing citrated 
human blood, have been the thromboplastin-generation 
test,® the one-stage antithromboplastin test,* and the 
one-stage prothrombin test using Russell’s viper venom.’ 
Imidazole buffer (pH 7 +3) w was used. 

See Lancet, 1956, i, 557. 

. Bell, W. N., Alton, H. G. Nature, Lond. a? a 881. 
Newlands, M, Wild, F. 55, 176, 

Folch, J. J. bist, 1942, 35 

. Biggs, Douglas, Ss. J. “path. 1953, 6, 23. 

Carroll, R. T., frocantins, L. M In The Coagulation of Blood 


(edited by Tocantins). New York and London, 1955; p. 221. 
. Fullerton, H. W. Lancet, 1940, ii, 195. 
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ACTIVITY OF HUMAN-BRAIN FRACTIONS (FOLCH III AND v) IN 
THREE BLOOD-COAGULATION SYSTEMS 


Clotting-time (sec.) 
tration 
Material (mg. per 

ml.) T.G.T. A.T.T. R.V.V.T. 
Saline solution .. au 31 14-6 19 
Fraction III . 0-2 88 28 12 

2-0 82 33 
Fraction V 0-2 10-8 6-4 

2-0 15 | 16 5 


T.G.T. , thromboplastin-generation test. (These are minimal substrate 
c jotting- times. 

A.?.T., antithromboplastin test. 

R.V.V.7., Russell’s viper-venom test.” 

Results 

The fractions that showed the greatest activity in the 
test systems were fraction III (mainly phosphatidyl 
serine) and fraction V (mainly phosphatidyl ethanol- 
amine). The salient findings are shown in the accom- 
panying table. 

Fraction III exhibited fairly well-marked coagulation 
inhibitory activity in the thromboplastin-generation test 
and the antithromboplastin test down to 0-02 mg. per 
ml. In the Russell’s viper-venom system it was inhibi- 
tory above 0-5 mg. per ml. and moderately acceleratory 
below that level, with maximal accelerator activity at 
0-04 mg. per ml. However, compared with fraction V, 
the accelerator activity in this system is relatively small. 

Fraction V.—In the thromboplastin-generation system 
this showed good acceleratory activity which was 
maximal at 0-2 mg. per ml. and still evident at 0-02 mg. 
per ml. Good acceleratory activity was present at all 
concentrations with Russell’s viper venom, being maximal 
at 2 mg. per ml. Little or no inhibitory effect was evident 
in the antithromboplastin test. 

Fraction III (0-2 mg. per ml.) combined with fraction V 
(0-2 mg. per ml.) abolished the accelerator effect of the 
latter in the thromboplastin-generation test, the net 
effect being inhibitory. 

Discussion 

Poole and Robinson * * have reported that phospha- 
tidy] ethanolamine (Folch fraction V) from ox brain is a 
coagulation accelerator, and that the same material is 
probably responsible for the activity of rat chylomicra. 
Our findings demonstrate the presence of similar material 
in human brain. O’Brien '° has presented evidence that 
the active material in platelets is also phosphatidyl 
ethanolamine. 

Although Robinson and Poole * state that phospha- 
tidyl serine was inactive in their test systems, they do 
not indicate whether it had any actual inhibitory effects. 
Our finding of the coagulation inhibitory activity of the 
phosphatidyl-serine fraction is supported by the work of 
Turner and Silver.11. The physiological and pathological 
importance of these two functionally antagonistic phos- 
pholipids in human blood coagulation has still to be 
evaluated. 

Summary 

Chemical fractionation of human brain tissue produced 
two phospholipid materials active in coagulation systems. 
One was an accelerator, probably phosphatidyl ethanol- 
amine ; and the other an inhibitor, probably phosphatidyl] 
serine, 

Our thanks are due to Sir Lionel Whitby for facilities for 
our work, P. BARKHAN 

M.B., B.Sc. Witwatersrand 
M. J. NEWLANDS , 
B.A. Camb. 
F. WiLp 


Department of Medicine, 
University of Cambridge Ph.D. Camb., F.R.I.C. 


8. Poole. J. C. F., Robinson, D. S. Quart. J. exp. Physiol. 1956, 
31. 
9. Robinson, D. S., Poole, A 36. 


. O’Brien, "J. clin. Path. 1956, 9, 47. 
il. Turner, D. L., Silver, M. J. Fed. p i, 1956, 15, 189. 
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FOOD LIPIDS AND BLOOD COAGULATION 


Two current theories of the etiology of atheroma 
connect this disease with the dietary fats which have been 
held to exert their influence either by an effect on the 
blood-cholesterol level ! or by increasing the coagulability 
of the blood.2~ While much attention has been devoted 
to the nature of the fats concerned in the former process ® 
little is known about the réle of individual food fats in 
blood coagulation. 

We have studied a number of the common fatty foods 
from this point of view. The method used was to deter- 
mine the minimum amount of each food required to 
produce the maximum shortening of the accelerated 
clotting-time (‘Stypven’ Russell-viper venom) when 
added to 0-2 ml. of normal plasma. This amount was 
defined as one clotting unit, and the different foods could 
then be graded according to the number of units per 
100 g. Under the conditions used, normal fasting plasma, 
obtained by centrifuging fresh citrated blood at 500 R.c.F. 
for 10 minutes, gave a clotting-time of approximately 
20 seconds, and the addition of optimal amounts of an 
active fat reduced this time to between 4!/, and 6 seconds. 
In the case of feebly -active fats, it was impossible to 
produce minimum clotting-times, and the results were 
obtained from a calibration curve based on serial dilutions 
of butter. 

It will be seen from table 1 that strongly positive 
results were almost confined to milk products, which can 
be arranged in decreasing order of potency as shown in 
the table. At the same time, the results obviously do 
not run parallel to the fat content of the foods, since 
most margarines and other animal fats have little or no 
activity. Furthermore, by centrifuging the melted fats 
we have shown that the active principle, when present, 
was found in the lower turbid aqueous layer and in the 
interface, whilst the clear supernatant fat was quite 
inactive, both in-vitro and by in-vivo methods. Experi- 


TABLE I-—-EFFECT OF DIFFERENT DIETARY FATS ON THE 
ACCELERATED CLOTTING-TIME OF NORMAL PLASMA IN VITRO 


‘Units of of Units of of 
clotting clotting 
Food activity Food activity 
per 100 g. per 100g. 

Butter - we 5000 Mutton fat 0 
Cheddar cheese. ‘s 2500 Beef dripping 0 
Double cream .. - 1250 Cooking fat 0 
Single cream... ew 312 Olive oil .. 0 
Processed cheese a0 312 Cod-liver oil 0 
Milk 78 Tea-seed oil 0 
Margarine, Brand 1 .. 300 *Egg-volks : 

os Brand 2 .. 78 English 0 

” Brand 3... 78 Danish 0 

me Brand 4 .. 78 Ducks .. 0 


*The solvent-extracted lipids of egg-yolks showed a significant 
activity (78-277 units per 100 g. of egg-yolk). 


ments with hot and cold solvent extraction indicated 
that the active lipid was probably present in the food in 
combination with protein. 

Experiments are in progress to determine whether the 
same effects are obtained in vivo, and preliminary results 
(table 11) indicate that this is the case. Thus a direct 
comparison between feeding first butter and then mar- 
garine to 7 normal volunteers is shown in table mu, from 
which it will be seen that in every case both clotting-times 
observed were grossly altered by butter and very little 
by margarine. The fact that the calcium times (method of 
Biggs and Macfarlane *) and the venom times showed 
the same trend indicates that . the results are largely 


1. Keys, A. Circulation, 1952, 5, 115. 

2. Fullerton, H. W., arie, Ww. r A., Anastasopoulos, G. Brit. med. 
J. 1953, ii, 250. 

3. Bronte-Stewart, B., Antonis, A., Eales, L., Brock, J. F. Lancet, 


1956, i, 521. 
R., Macfarlane, R. G. Human Blood Coagulation. 
xford, 1953. 


TABLE Ii—COMPARATIVE EFFECT OF FEEDING 2 0Z, OF BUTTER 
AND MARGARINE (BRAND NO. 2) SEPARATELY TO 7 NORMAL 
SUBJECTS (AGED 25-35) 


Mean venom 
times (sec.) 


Mean calcium 
times (sec.) 


Plasmat 
turbidity units 
Subject) 


no. | (hr.) | | 
| Butter| Mar- | Butter | Mar- Butter Mar- 
| garine | garine garine 
| 
| | 116 | 181 185 | 19°35 580 | 500 
194 | 160 | 190 | 390 | 450 
| 6 | 140 | 119 | 186] 195 | 480 | 320 
$18.) 127 24:3 | 19:5 347 100 
20-1 20:7 470 | 280 
| 4 104 150 21:5 | 1050 410 
6 | 147 | 113 220 | 21:7 | 380 | 400 
3 0 149 133 195 | 209 | 200 | 270 
2 | 135 -» | 212 | 418 440 
| 4 106s «115 16-0 22-8 312 | 375 
| 6 | 144 130 18-0 | 21:8 281 | 370 
4 | 0 200 118 22-5 20-8 191 | 2 
i 3 142 132 20-5 | 21-5 349 | 318 
| 4 120 134 16-0 20-5 272 330 
«6 144 123 20-2 | 22-0 211 330 
5 0 | 156 110 21-1 19-2 310 351 
3 112 126 17:0 | 20-2 760 585 
4 95 128 15-5 | 20-0 720 690 
6 84 126 18-5 20-5 535 795 
6 0 136 97 20-5 | 17-4 360 390 
ue 114 108 18-5 | 21-4 455 505 
| @ | 9 118 141 | 21-5 | 390 470 
| 6 88 124 20-0 | 21-7 | 442 500 
7™ | 0 107 112 21:3 | 21-2 170 436 
4 59 117 16-5 | 22:5 210 | 620 
7 103 | 107 21-6 | 220 | 320 | 910 


| 


*4 oz. of each fat were consumed by subject no. 7. 
t Optical density of plasma measured at 625 » x 1000. 


independent of the method of testing, and in a few 
experiments whole-blood clotting tests have given parallel 
results. The amount of fat employed in six of these 
experiments (2 oz.) was such as may easily be consumed 
in an ordinary meal. The effect was maximal at 4 hours 
but was still evident at 6 hours. Although the effect of 
dietary fats on blood-clotting is usually ascribed to the 
chylomicra,® * it should be noted that in table m there is 
little correlation between the clotting-times and the 
degree of plasma turbidity, the latter being approximately 
the same whether butter or margarine was fed. 


These findings suggested to us the desirability of identi- 
fying the factor or factors in milk products responsible 
for blood-clotting activity. This work will be described 
in detail elsewhere ; but it may be noted here that the 
crude phospholipids extracted from butter were stable 
at 100°C for 1 hour and their effects on the thrombin and 
thromboplastin generation tests were similar to those 
described by O’Brien? for brain phosphatidyl ethanol- 
amine. Preliminary separation of the crude phospho- 
lipids from 48 lb. of butter by the methods of Lea et al.* 
gave a mixture which we have further separated into six 
phospholipids, of which three have strong coagulant 
properties. The most active of these (1-01 g., 200 units 
per mg.), although some 4000 times more active than the 
original butter, is still a mixture of at least two com- 
ponents: phosphatidyl ethanolamine is present, prob- 
ably as a galactoside, and phosphatidyl serine has also 
been identified. This appears to be the most active lipid 
preparation with coagulant properties so far reported. It 
probably includes substances different from those present 
in the brain phosphatidyl ethanolamine tested by 
Robinson and Poole,* and also differs from the 99% pure 
egg phosphatidy! ethanolamine used by O’Brien,’ since 


5. Macfarlane, G., “‘Trevan, J. w., Attwood, A. M. P. J. Physiol. 
1941, 
Robinson, D. S., Poole, J. C. F. Quart. J. exp. Physiol. 1956, 41, 


7. O’Brien, J. R. J. clin. Path. 1956, 9, 47. 
8. Lea, C. H., Rhodes, D. N., Stoll, R. D. Biochem. J. 1955, 60, 353, 
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both these preparations apparently exhibited much lower 
activity in the venom clotting test. 

Our results suggest that in so far as dietary fats influence 
blood coagulation, the effects are not entirely due to chylo- 
micra as such but are also produced by a closely related 
group of phospholipids occurring almost exclusively in 
milk products. This conclusion, if accepted, would sup- 
port previous impressions of the influence of milk 
products on coronary thrombosis *; its relationship to 
atheroma as a disease is much more speculative, but 
seems to merit further investigation. 

The work has been supported by generous grants from the 
Governors’ Discretionary Fund of Westminster Hospital. We 
are also much indebted to Dr. J. G. Humble for valuable 
advice and to Dr. Eunice Lockey and to the volunteers for 
assistance with the in-vivo experiments. 

N. F. 
M.D., D.Se. Lond. 


J. D. BrLuroria 
M.Se. Bombay, Ph.D. Lond. 


Department of Chemical Pathology, 
Westminster Medical School, 
London, 8.W.1 


9. Plotz, M. J. Amer. med. Ass. 1949, 139, 623. 
Reviews of Books 


The Thyroid 
Editor: Stpwnry C. WERNER, M.D., sc.D. New York: 
Paul Hoeber. London: Cassell. 1956. Pp. 789. £7 7s. 


No less than 60 authors have contributed to this work. 
The enlistment of so many experts to describe the 
behaviour of one small organ is a reminder of the rate 
at which specialisation is increasing; and that the 
result is a readable book does great credit to the editor- 
ship of Dr. Werner. The standard is almost uniformly 
high. Some overlapping is inevitable, and it is not 
difficult to find instances of contributors contradicting 
each other: for instance, the recommended treatment 
for hyperthyroidism in children is medical on one page, 
and surgical on another. Such contradictions are not 
glossed over, but are cited as genuine divisions of 
informed opinion. Purely clinical matters occupy a 
little over half the text. The book should be equally 
useful to clinician and laboratory worker, and should 
ive each a good insight into the other’s point of view. 
There can be little doubt that this is the best book on the 
thyroid at present available. 


Deutsche Nachkriegskinder 
C. CoprrPER, DR. MED., Professor fiir Sozialhygiene, 
Arbeitsgemeinschaft fiir Gesundheitswesen, Frankfurt/M ; 
W. HaGen, DR. MED., Honorarprofessor der Universitat 
Bonn; H. THomag, DR. PHIL., ord. Professor der Psycho- 
logie an der Universitat Erlangen. Stuttgart: Thieme. 
1954. Pp. 545. DM. 33. 


Tus book describes a survey which was begun in 
1952, and was the collaborative effort of doctors, psycho- 
logists, and welfare workers in six towns in Germany. 
In each place about five hundred boys and girls just 
starting school and 300 children leaving school were 
studied and examined in a variety of ways. 


The first part describes the purpose and method of the 
investigation, the second the findings, and the third the- six 
towns, their climate, population, industries, and housing. 

One of the chief interests of the investigation was the 
parallel study of the bodies and the minds of the children, 
On the one hand each child was examined clinically, weighed, 
measured, and photographed and his somatotype recorded. 
On the other hand he was graded according to his tempera- 
ment and school records, and he was given various psycho- 
logical tests. His handwriting and artistic abilities were 
studied.. The home circumstances of each child were also 
investigated—the number of children in the family, the type 
of house they lived in, whether the mother went out to work— 
and records were kept of whether the child was considered to 
be well cared for or not. All the results are written up in 
considerable detail. 


The main conclusion appears to be that there was no 
correlation between physical and mental development, 


The mind and personality were quite independent of the 
size and shape of the body. Social circumstances, how- 
ever, had a rather surprising influence on scholastic 
attainment. Children who were rated as coming from 
a poor environment tended to get better marks for 
arithmetic, reading, and writing than children from good 
homes. On the other hand those from good homes were 
more independent, sociable, and careful than those from 
a poor environment. 


Biochemistry of the Eye 
ANTOINETTE PIRIE, M.A., PH.D., Margaret Ogilvie’s reader 
in ophthalmology, University of Oxford; RutTH van 
HEYNINGEN, M.A., D.PHIL., member of staff, Nuffield 
Laboratory of Ophthalmology in the university. Oxford : 
Blackwell Scientific Publications. 1956. Pp. 323. 35s. 


Tuts book is a welcome addition to our knowledge of 
the, vital processes within the eye, and ophthalmologists 
will appreciate the clarity of the description of the 
biochemical exchanges, and the way these are related to 
clinical practice. 

The selection of certain tissues for a full description 
was obviously determined by the amount of research 
work. The reader will find a good account of the chemical 
composition of the aqueous humour, cornea, lens, and 
vitreous, and an excellent description of the biochemical 
changes in various forms of experimental cataract. 
Clinicians will be particularly interested in the chapters 
on the chemical reactions of visual pigments, on the 
metabolism of the lens and retina, and on the ocular 
effects of nutritional disease. A summary of the chemical 
aspects of the formation of aqueous humour would have 
been of interest in relation to glaucoma. 

This stimulating book should encourage biochemists 
to study the eye more extensively, and it will show 
ophthalmologists the potential value of such work. 


The Neuroses in Clinical Practice 
Henry P. LAUGHLIN, M.D., assistant clinical professor 
of psychiatry, George Washington University School 
of Medicine. Philadelphia & London: W. B. Saunders. 
1956. Pp. 802. 87s. 6d. 


Ir is a little difficult to envisage the reader for whom 
this book is intended, unless he be an American student. 
The practising psychiatrist will find in this large and 
costly volume little that is new and will even notice 
gaps; while the British student, if he contrives to 
borrow it, will be perplexed at the elaborations. 

Taken’ at a gallop, it would prove quite stimulating to the 
student, with his thumb in the glossary of psychiatric terms, 
some of them the author’s coinage. There are over 200 
‘‘ illustrative case summaries,’’ including the case-histories 
of ASsop’s fox with sour grapes and King David's anger, 
which is elevated to the rank of a clinical entity. 

The chapter on phobias includes a section on what the 
author terms the * soterias *’—situations in which an external 
object becomes a neurotic object-source of comfort and 
security. These are said to range from the wearing of charms 
and good-luck medals to psychiatric treatment. 

The chapter on “ the neuroses following trauma "’ contains 
an interesting section on brain-washing and a description 
of the methods employed against Cardinal Mindszenty. 


Internal Secretions of the Pancreas (London: J. & A. 
Churchill. 1956. Pp. 292. 40s.).—The ninth volume of the 
Ciba Foundation’s Colloguia on Endocrinology has, now 
appeared under the editorship of Dr. G. E. W. Wolstenholme 
and Miss C. M. O’Connor. It records the proceedings of a 
colloquium on this subject held in London in June, 1955, 
under the chairmanship of Prof. F. G. Young, F.R.s. 


A Manual of Practical Obstetrics (3rd ed. Bristol : 
John Wright & Sons. 1956. Pp. 265. 37s. 6d.).—This 
book by the late O’Donel Browne has been largely rewritten 
by Dr. J. G. Gallagher to represent “ the current teaching of 
the Dublin School, especially that part of it which has been 
found of value at the National Maternity Hospital.’’ Some 
of the recommended procedures do not accord with practice 
in most British centres, and the book cannot be recommended 
without reservation to British readers. But it is succinctly 
written, well produced, and therefore easily read, 
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Suppression of the Adrenal Cortex 


THE inhibition of the adrenal cortex by cortisone has 
been known since the early days of cortisone’s use in 
rheumatic disorders.' The fall in 17-ketosteroid 
output during the administration of cortisone led 
Lawson WILKINS to the discovery of the dramatic 
actionofcortisonein reversing many of the symptoms of 
virilism in congenital adrenal hyperplasia.? Cortisone 
does this by inhibiting the secretion of corticotrophin, 
and this action has also been used as a means of 
differentiating between adrenal hyperplasia and 
tumour in cases of virilism. In hyperplasia the 


adrenal glands are under the influence of cortico-- 


trophin, and the 17-ketosteroid output can be .sup- 
pressed by cortisone, whereas adrenal tumours are 
independent of pituitary control and in these cases the 
17-ketosteroid output cannot be so suppressed. In 
Cushing’s syndrome the differentiation cannot be made 
satisfactorily by giving cortisone, because the sup- 
pression of endogenous steroids is liable to be masked 
by the excretion products of the administered corti- 
sone. 9-«-fluoro-hydrocortisone is about 20 times as 
active as cortisone in this respect. As small a dose as 
6 mg. daily is sufficient to suppress 17-hydroxycorti- 
coid secretion by the normal adrenal glands, but doses 
of 10-25 mg. daily may be necessary in Cushing’s 
syndrome and even these doses may be insufficient in 
severe cases due to hyperplasia.* 

At present the only effective treatment for Cushing’s 
syndrome due to adrenal hyperplasia is subtotal or 
total bilateral adrenalectomy, although occasional 
mild cases benefit from pituitary irradiation. The 
decision to undertake total adrenalectomy is a drastic 
one, and is justified only if the prognosis is grave. 
On the other hand, relapse may follow subtotal 
resection.‘ Surgical treatment is not likely to be sup- 
planted, however, unless we can find some compound 
which will inhibit corticotrophin without itself dis- 
turbing metabolism, or which will interfere with the 
synthesis of glucocorticoids in the same way as anti- 
thyroid drugs interfere with the synthesis of thyroid 
hormone. Work is already progressing along these 
lines. On the hypothesis that the biological antagonism 
of cestrogens and progestogens might be based upon 
competitive action of chemically similar molecules, 
Hertz and his colleagues > at the National Cancer 
Institute, Bethesda, Maryland, examined a wide variety 
of diphenyl compounds related to stilbcestrol. One of 
these, amphenone, synthesised by ALLEN and Corwin 
in 1950,° was found to have an anti-cestrogenic action 
in the rabbit ; its progestational activity was 0-25- 
0-5°%, of that of progesterone, weight for weight, and it 
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was the only non-steroid compound known to have 
such an action. In rats the progestational effect of 
amphenone was atypical, and, as a chance finding, it 
was noted that the adrenal glands of these animals were 
doubled in size as a result of treatment ; and they were 
yellow because of a considerable increase in the width 
of the zona reticularis and zona fasciculata, enlargement 
of their cells, and infiltration with fat. The cholesterol 
content of the adrenal glands was about three times 
normal and the concentration of ascorbic acid was 
reduced to 70%, of the usual figure. The increased 
lipid content of the glands was thought to represent 
accumulation of corticoid precursors derived from 
impaired synthesis of corticoids, leaving the unin- 
hibited pituitary free to produce enlargement of the 
glands without increased secretion. That the output 
of corticoids was reduced was also suggested by the 
limited involution of the thymus and by the low level 
of fasting liver glycogen, which was similar to that of 
adrenalectomised animals and was largely restored by 
cortisone. When endogenous corticotrophin output 
was stimulated by exposure to cold, or when exogenous 
corticotrophin was given, the ascorbic-acid content 


of the adrenal gland was depleted but the cholesterol 


concentration was not significantly altered. The effect 
of exogenous corticotrophin upon the corticoid content 
of adrenal-vein blood in the hypophysectomised dog 
was substantially reduced when amphenone was given 
intravenously before the corticotrophin. The zona 
glomerulosa was practically unaffected after the 
administration of amphenone ; thus mineralocorticoid 
function was not impaired and the animals required no 
added salt. Amphenone was also found to have a 
goitrogenic action, and the histological changes were 
the same as those induced by other goitrogens. Neither 
the adrenal nor the thyroid effects could be obtained 
after hypophysectomy. The adrenal effects were 
suppressed by cortisone without interfering with the 
goitrogenic effect, and, the goitrogenic effect was 
suppressed by thyroxine without interfering with the 
adrenal effects. Gonadotrophic activity was not 
greatly changed, and the action on the genital tract 
was observed after hypophysectomy. Lesions could be 
produced in the hypothalamus which obliterated the 
goitrogenic action of amphenone without significantly 
altering the adrenal effects. Amphenone also had 
definite anesthetic properties, comparable to those of 
pentobarbitone (‘Nembutal’), when given intra- 
venously in doses three times those needed to produce 
endocrine effects. Food intake was depressed by the 
drug, and body-weight fell. There was also some 
reduction in blood-pressure and adrenal blood-flow. 
There is therefore considerable experimental evidence 
that amphenone acts upon the hypothalamus. 

The action of amphenone has also been studied in 
man. THORN and his colleagues, working in associa- 
tion with Hertz,’ investigated the effects of amphe- 
none in a patient with Cushing’s syndrome due to an 
adrenocortical carcinoma. The free and conjugated 
17-hydroxycorticoid levels in the plasma and the 
urinary 17-hydroxycorticoid output were strikingly 
reduced, glycosuria was almost abolished, the blood- 
sugar level fell, and the insulin requirements were 
reduced from 74 units to nil. Side-effects appeared 
during treatment and they were attributed to adrenal 
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insufficiency, though they were mah ‘nelioved, by con- 
current administration of 9-2-fluorohydrocortisone. 
When the amphenone was withdrawn and the 9-«- 
fluorohydrocortisone was continued, the suppressed 
17-hydroxycorticoid output rose sharply again, indi- 
cating that the tumour was independent of cortico- 
trophin and that the suppression of steroid output was 
not mediated by inhibition of the pituitary. Hertz 
and his colleagues * have also studied the effects of 
amphenone in 24 patients with various diseases, 
including carcinoma of the breast and cervix, hyper- 
thyroidism, and adrenal hyperplasia and carcinoma. 
In 2 patients who died from carcinomatosis and who 
had been treated with amphenone the adrenal glands 
were remarkably enlarged at necropsy and showed 
yellowish discoloration, as was observed in animals. 
The histological changes in the adrenal cortex were 
similar to those found in patients treated with high 
doses of corticotrophin for long periods. During life 
the administration of amphenone was followed by a 
fall in 17-hydroxycorticoid output in a patient with 
adrenal hyperplasia and in a patient with adreno- 
cortical carcinoma and in 5 of 11 other cases 
of malignant disease or thyroid disorder. In 5 patients 
the response of the steroid output to exogenous 
corticotrophin was inhibited by the previous adminis- 
tration of amphenone. In some cases very low 
urinary corticosteroid values were paradoxically 
observed in the presence of normal blood- corticoid 
levels. In7 out of 8 cases studied the ™'I uptake of the 
thyroid gland was inhibited ; there was evidence that 
the drug interfered with the organic binding of iodine 
but not with the iodide-trapping mechanism. Both 
groups of workers have found that the urinary 
17-ketosteroid output is not strikingly depressed by 
the administration of amphenone. This finding may 
be misleading, since excretion products of amphenone 
interfere with the Zimmermann colour reaction and 
chromatographic studies shqwed that the 17-keto- 
steroid output was, in fact, definitely depressed.? In 
contrast to the findings in animals, THoRN and his 
colleagues ®* have shown that in man the urinary 
aldosterone output is also depressed by the adminis- 
tration of amphenone and that a diuresis of sodium 
is produced. The main disadvantage of amphenone 
from a therapeutic point of view is the prominence of 
side-effects, which consist in drowsiness, prostration, 
sweating, fall of blood-pressure, peripheral vaso- 
constriction, gastro-intestinal disturbances, rashes, 
methemoglobinemia, impaired liver function, and 
mental disturbances.?* Some of these symptoms, 
particularly the drowsiness, could be explained on the 
same basis as the anesthetic and hypothalamic effects 
observed in animals. 

Amphenone is clearly a substance of great interest. 
It has a direct progestational action on the genital 
tract, it interferes with corticoid synthesis by the 
adrenal cortex, it causes goitre, and it produces central 
depression. Undesirable effects may bar its wide use 
in treatment, but similar substances may eventually 
be found for the treatment of Cushing’s syndrome. 
Such compounds may prove invaluable tools in the 
investigation of endocrine function and dysfunction. 
8. Hertz, R., Pittman, J. A., Graff, M. M. J. clin. Endocrin. 1956, 
E., Crabbe, J., Ross, E. J., Hernando-Avendano, L.. 
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Exercise on a Pin 


TuE calls of routine clinical medicine as at present 
practised leave little time for higher thought, but 
there are moments when the clinician may pause 
to contemplate the mind-body-illness relationship 
not merely as an essay in diagnosis and treatment 
but also against the background of a greater meta- 
physical tapestry. Since few medical philosophers are 
sufficiently gifted or trained in the philosophical 
method (which requires that one should know enough 
about other people’s ideas to be able to disagree with 
them) their written opinions sometimes seem to the 
expert vain and insubstantial—the result of basic 
ignorance of what the amateur is contradicting or 
questioning and why he is doing so. Perhaps that is 
what has led Mr. Niget WALKER, PH.D., as one of 
the experts, to give us an essay,of his own, in the 
tradition of the medieval schoolmen, on the “ definition 
of psychosomatic disorder.” ? 

Dr. WALKER’s reading on the subject has led him 
to note numerous arguments, doubts, and suspicions 
about the validity of classifications of psychosomatic 
disorder put forward by such authorities as FLANDERS 
Dunsar and J. L. Hattmay. The doubts, he feels, 
spring both from the practical difficulties of recognis- 
ing psychic causes and also from the fact that one 
doctor may treat a given disorder successfully by 
psychotherapy while another may succeed similarly 
with physical methods and so misunderstand the 
true cause (a notion which perhaps does less than 
full credit to the intelligence of the doctors concerned). 
But, apart from these practical failings, it seems 
that doctors are troubled by metaphysical 
uncertainties. Dr. WALKER would have us recognise 
from the outset that medicine is neither a science 
nor an art but a technique—or rather two groups of 
techniques, the one preventive, the other remedial. 
In this remedial-preventive jungle the notion of 
cause has undergone a special change, and the 
“remedial technician, knowingly or unknowingly, 
is basing his whole procedure on a definition that 
runs like this : 

The cause of a disorder is an abnormal state of affairs 
on the restoration of which to normal the disorder 
disappears.” 

Doctors, it is suggested, have not grasped the 
fundamental difference between this technician's 
cause and the scientist’s absolute cause. If the 
doctor will accept the technician’s status, he will 
automatically receive permission to use the appro- 
priate notion of cause. Once this eminently accept- 
able idea is accepted, the nature of the relation 
between psyche and soma becomes clearer, and it is 
then interesting to note that psychic causes are 
almost always emotions both conscious and uncon- 
scious. Indeed it must be accepted that unconscious 
emotions play an important part in psychosomatic 
symptoms. 

This problem solved to his satisfaction, Dr. WALKER 
can turn confidently to the metaphysical issues. 
The thoughtful reader may feel cheated by 
learning that he can ignore idealism, psychophysical 
parallelism, neutral monism, and epiphenomenalism, 
and perhaps a little piqued at the thought that he 
need only concentrate upon the “two main theories 
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on which popular and therefore medical metaphysics 
are based”; but certainly this makes it rather easier 
to follow the argument. The first of these “ two 
main theories ”’ is the still extant Cartesian dualism 
in which mind is regarded as being separate from, and 
in control of, matter, while the second is the modern 
“functional materialism’ which regards mind as 
a function, or a series of functions, of matter. It is 
indeed true that spiritual and religious beliefs may 
lead a medical practitioner, either consciously or 
unconsciously, to behave against a personal back- 
ground of Cartesian dualism, and in such circum- 
stances the concept of the psychosomatic disorder 
is perfectly acceptable. A sick psyche as the director 
of the body may produce bodily disorder. The 
functional materialist may similarly accept the idea 
of psychosomatic disturbance as a disturbance of the 
cerebral reverberating circuits (if not of actual 
structure), as a disturbance of the general dynamics or 


metabolism of the brain and organs, or even as a result. 


of the interaction or malcombination of two or more 
organs ; but Dr. WALKER sees philosophical difficulties 
ahead of such interpretations and a (regrettable ? ) 
tendency to lapse into dualism, for the functional 
materialist is further hampered at the philosophical 
level by the difficulty of accepting both physio- 
logical and psychotherapeutic methods in treatment. 
If he indeed accepts both, he automatically exhibits 
at least a pragmatic dualism. So as to escape this 
danger certain (unspecified) functional materialists 
have altered their definition to the following : 

‘““ A psychosomatic disorder is one in which somatic 
symptoms are part of the individual’s total reaction 
to a psychological stimulus.” 

but this idea has the disadvantage of shifting the 
source of the disorder from within the organism 
to its environment. 

In point of fact none of these interpretations can 
be regarded as suitable to the remedial technicians 
(i.e., the doctors); and if they are to retain any 
shreds of philosophical maturity, avoiding empiricism, 
symptomaticism, and an irrational relapse into 
outmoded dualism, they must evolve a new tech- 
nician’s definition which is not inconsistent with 
functional materialism but will at the same time 
recognise that both physiological and psychological 
methods of therapy may prove successful. Thus the 
enterprising remedial technician will follow Dr. 
WaLKER to the conclusion that “ psychosomatic 
disorders are somatic symptoms which can be success- 
fully treated by methods effective in treating psychic 
symptoms,” and this is the definition he wants us 
to accept. He emphasises the fact that both physio- 
logical and psychological methods may be employed 
in this treatment, and he regards leucotomy and 
electroconvulsions as “ physiological ’” methods. 

Now this is not merely great fun and agreeable 
reading ; for, though Dr. WALKER modestly confesses 
that his conclusions may appear bizarre and banal, 
and though at times he seems to be indulging in a 
little deliberate coat-trailing and even shin-kicking, 
his entertaining essay has some serious implications 
—conscious and unconscious. We are reminded by 
it that a correct philosophical orientation is more 
than desirable in all branches of medicine, and that 
medical practice is at its best (both in the active 
and passive senses) when fitted into its true meta- 
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physical background. It is right, too, that attention 
should be drawn to the relatively low scientific 
status of medicine to its affinities with a technique, 
and to the fact that medical ideas of “ cause ” 
are less noble than those of the true sciences. But 
in so far as we are intended to take serious note 
of the message, we are also entitled to draw attention 
to its faults. We may point out, for instance, that 
there is a large if possibly inarticulate group of medical 
philosophers who would deny absolutely the necessity 
of defining psychosomatic disorders. They prefer 
to deal with “ patients” rather than “ disorders ” 
and to attribute certain physical symptoms (in a 
given person) to psychological causes. Dr. WALKER 
may regard this as metaphysically illogical, but it is 
an attitude of great value in the practice of medicine, 
and if skilfully exploited may serve as an excellent 
motive even for the remedial technician. Secondly, 
one cannot but deplore his curious tendency to lump 
all doctors together as a homogeneous if amorphous 
mass labelled “ medicine,” and then to visit upon the 
whole the writteri sins of the few. Again, it is not too 
much to suggest that certain branches of medicine 


‘are indeed sciences, and that not all medical opinions 


are necessarily contradictory. In short, the interpreta- 
tion of the implication of physical symptoms in 
relation to psychic causes depends very largely on 
interplay between the minds and bodies of two human 
beings—a patient and a doctor—and may not 
necessarily be advanced by the views of even an 
untold number of angels poised incredibly on the head 
of a pin. 


THe classical hereditary hemorrhagic disease is 
hemophilia. But 30 years ago von Willebrand discovered 
another superficially similar hemorrhagic disease that 
affected 23 members-in one family; and he named 
it ‘‘ pseudohzmophilia.”’ Clinically the disease does 
resemble true hemophilia : the first manifestations often 
appear in childhood, minor injuries cause quite dispro- 
portionate bleeding and bruising, and removal of teeth 
or even loss of milk teeth may be followed by bleeding 
that is difficult to stop. But there the resemblance ceases. 
The most striking differences between true hemophilia 
and pseudohemophilia concern the sex-incidence and the 
changes in the blood. In true hemophilia males are 
almost exclusively affected, females very rarely; in 
pseudohemophilia the sexes are equally affected. In 
true hemophilia there is a defect in thromboplastin 
formation that shows crudely in a prolonged clotting- 
time and for which many more refined tests have now 
been devised. In pseudohemophilia the clotting-time is 
normal and the only constant abnormality is prolongation 
of the bleeding-time ; defective prothrombin consumption 
has been reported in some patients. Hamarthrosis, which 
is a characteristic lesion in hemophilia, is very unusual 
in pseudohzmophilia, and the same is. true of hematuria. 
Pseudohemophilia is not common, but Buchanan and 
Leavell, of the University of Virginia School of Medicine, 
have traced 186 cases in the literature that can be 
accepted as pseudohemophilia as described by von 
Willebrand, and they have seen 13 more patients 
themselves. 

Buchanan and Leavell’s analysis of the previously 
reported cases includes the features we have mentioned 
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and several more. The affected female sometimes has 
menorrhagia, but not always; pregnancy often ends in 
spontaneous abortion or, if the child is carried to term, 
there is severe postpartum hemorrhage. But no patient 
has died from these hemorrhages ; a woman with a life- 
long history of bleeding episodes survived three normal 
pregnancies, each followed by postpartum hemorrhage 
for 9 days, and a cesarean section for a fourth pregnancy. 
Her bleeding-time varied from 2 to 9'!/, min. and pro- 
thrombin consumption was ‘‘ moderately retarded ”’ ; all 
other tests were normal. This sort of variability affects 
all the clinical manifestations ; thus patients may undergo 
a major operation without trouble, only to have severe 
bleeding at a second operation. Pseudohxmophilia, in 
spite of its apparent dangers, is not a killing disease ; 
only 4 out of the 199 patients in the Virginian report had 
died of hemorrhage, and one of these did so after a 
splenectomy. 

von Willebrand himself thought that poor adhesiveness 
of the platelets was the fault, but in 1941 Macfarlane ? 
showed that in one family the peripheral capillariés were 
distorted and did not contract properly when damaged. 
Capillaries of this type were later found by some workers, 
but others denied their existence. Capillary abnorm- 
alities of this sort have also been found in normal people ; 
and the position is further complicated by the observation 
that bleeding-times in patients with pseudohemophilia 
may vary considerably at different sites. Thus, Buchanan 
and Leavell record that in one of their patients the 
bleeding-time was 17!/, min. in the left ear and, on the 
same occasion, 180 min. in the right ear. Another 
possibility has been raised by the finding that the pro- 
thrombin-consumption test may be abnormal. This test 
was originally devised for the diagnosis of hzmophilia 
and is still valuable for this purpose, but it is now known 
that deficiencies of several factors concerned in the 
production of plasma-thromboplastin can also produce 
a poor prothrombin consumption. Buchanan and 
Leavell carried out the prothrombin-consumption test 
on 6 of their patients, and 5 had abnormal results. In 
other recorded cases the test was abnormal in 7 and 
normal in 11. There is as yet little evidence about the 
cause of this defective prothrombin consumption ; 
Bernard et al.* considered that defective platelets were to 
blame, since substitution of normal platelets corrected 
the defect. These conflicting findings suggest that the 
clinical syndrome of pseudohzemophilia may be produced 
by more than one defect of hemostasis. There is also 
some evidence of a defective blood-clotting mechanism 
and it may be that there is really a group separate from 
the type due to blood-vessel defects originally described 
by von Willebrand. For instance, Singer and Ramot ‘ 
applied the thromboplastin-generation test in a female 
patient with clinical von Willebrand’s syndrome and 
abnormal prothrombin consumption. They were abte 
to show that her blood was deficient in antihemophilic 
globulin ; the defect was confirmed by correction with 
normal plasma or by plasma from a patient with Christ- 
mas disease. Plasma from classical hemophilic patients 
did not correct the defect. The hzemorrhagic syndrome 
caused by the presence of a circulating anticoagulant 
has been called pseudohemophilia by some workers, but 
these are not included in Buchanan and Leavell’s series, 
and we agree that the name should not be used for such 
cases. 

Treatment is necessarily symptomatic. Blood-trans- 
fusion may be needed to correct anemia, but there is no 
evidence that the use of fresh bleod influences the 
hemorrhage. Local application of thrombin in gelatin 
sponge or similar material should be useful when the 
bleeding site is accessible. Dental hemorrhage should 
2. Macfarlane, R. G. Quart. J. Med. 1941, 10, 1. 

Bernard, J. Beaumont, J. L., Charreyron, M. C. Rev. Hémat. 
4. Singer. K., Ramot, B, Arch, intern. med. 1956, 97, 715. 


never be treated by stitching the gums, since the stitch 
holes bleed too. Calcium, rutin, vitamin K, vitamin C, 
snake venoms, and ‘ Adrenoxyl’ have all been tried 
without convincing success. Buchanan and Leavell 
consider that until more is known about the disease, all 
but the most urgent surgery should be avoided. 


PULMONARY EMPHYSEMA AND PEPTIC 
ULCERATION 


Few people believe that there is any special connection 
between hypertrophic pulmonary emphysema and peptic 
ulceration, but this possibility is suggested by the results 
of a recent investigation by Latts et al.1 They examined 
the hospital records of 586 men in whom hypertrophic 
pulmonary emphysema had been diagnosed, and they 
discovered that peptic ulceration had also been demon- 
strated in approximately 1 in 5, and that signs and 
symptoms suggestive of peptic ulceration had been 
noted in a further 1 in 5. The findings were based on 
clinical evidence in 479 of the 586 cases, and on post- 
mortem evidence in the remaining 107. More patients 
in the post-mortem group than in the clinical group had 
severe emphysema (86% compared with 50%) and more 
of them had peptic ulceration (27% compared with 
15%). 80% of the ulcers were in the duodenum. During 
the period covered by the investigation, peptic ulceration 
and emphysema were found together 3-6 times as often 
as calculation indicated was likely from chance. Green 
and Dundee,’ in an investigation comparable to that of 
Latts et al., reported similar results ; but as Latts et al. 
admit, retrospective studies have many pitfalls, and it 
would perhaps be wise to await confirmation of the 
possible connection between peptic ulceration and 
hypertrophic pulmonary emphysema before speculating 
on the cause. 


SERUM TESTS FOR SYPHILIS 


In highly developed countries with effective means of 
discovering and combating the disease, flamboyant 
syphilis is rare and the latent form is relatively more 
common than in other parts of the world. Serum-testing 
is one of the most useful ways of uncovering this hidden 
syphilis. Few reports from the pathology department 
seem to cause such difficulty in interpretation as some 
of the results of serum tests for syphilis; and now that 
tests using Treponema pallidum antigens are slowly 
coming into use, the need for clarification has become 
more pressing. The reasons for the confusion include 
inadequate information in textbooks, unfamiliarity with 
serological reports, and poor reports giving no hint of 
the sensitivity or specificity of the tests used. Reports 
often record low-titre positive reactions, and when 
a battery of tests is used the less sensitive reactions are 
often negative. To add to the difficulties non-treponemal 
reactions (fortunately relatively uncommon but none the 
less troublesome) can be misleading. Thus, the value, 
understanding, and interpretation of reports on these 
tests are all matters of the first importance. Fortunately 
expert advice and help are always to hand in this 
country ; but for those clinicians who wish to know more 
about the present status of serological tests for syphilis 
the World Health Organisation has now - provided 
helpful information. 

Among the authorities from the United States, Britain, 
Denmark, and France whose views are set out in the 
W.H.O. publication, there seems to be general agree- 
ment that the older-established serum tests (Wasser- 
mann and precipitation reactions), which use animal 
tissue extracts as antigens, must at present remain the 
routine tests for the serological diagnosis of syphilis. Of 


1. iam, 2. M., Cummins, J. F., Zieve, L. Arch. intern. Med. 1956, 
249. 


2. Green, P. T., Dundee, J. C. Canad. med. Ass. J. 1952, 67, 438. 
3. Bull. Wid Hlth Org. 1956, 14, 187. 
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the other group of serum tests, using 7’. pallidum for the 
antigens, only the treponemal immobilisation test is 
acknowledged as established. The others, such as 
the treponemal immune adherence test, the treponemal 
agglutination test, and the treponemal complement- 
fixation test are still in the experimental stage. 

It seems that for technical reasons alone the treponemal 
immobilisation test should be used only as an extra test 
in dealing with ‘‘ problem ”’ sera, especially those which 
react positively though the patients have no history or 
signs of syphilis; and many clinicians use the immo- 
bilisation test as a yardstick by which to judge the 
validity on the results of the so-called standard tests. 
According to Turner,‘ in addition to all the older 
and conventional criteria for non-treponemal reactions, 
some clinicians now require a negative treponemal 
immobilisation test. Though clinically this may be 
reasonable, from an immunological standpoint it may 
be said that it would be better to evaluate all 
serological tests in the light of the complete clinical 
findings. This would apply especially to the newer tests 
now under investigation. 
these tests should be performed in parallel with the 
standard serum tests, as well as the immobilisation test, 
because, as Magnuson and McLeod® remark, ‘‘ to make 
the 1.P.1. test results the ultimate authority involves the 
use of a secondary rather than a primary standard.” 


HEALTH CENTRE OR GROUP PRACTICE? 


THE controversy over health centres soon after the 
beginning of the National Health Service was based on 
no firm knowledge or experience. A more valid judg- 
ment is possible now that a few centres of different types 
have been in operation for some time. 

The London Local Medical Committee, in a report 
which the executive council approved at a meeting on 
July 26, assesses four centres—Woodberry Down 
(London), Harold Hill (Essex), John Ryle (Clifton, 
Nottingham), and William Budd (Bristol)—and compares 
these with one partnership group general practice in 
an unspecified area. The comparison is based on the 
economic and administrative efficiency of the units, as 
well as on the human factors which have influenced their 
evolution. 

On the administrative side the committee favours the 
smaller units. It suggests that an efficient unit could be 
established for £35,000 (five centres for one Woodberry 
Down), and that such measures as staggering consulting 
hours and sharing premises with local authority clinies— 
even to the extent of alternate use of the same rooms 
by practitioner and clinic worker—would enable a good 
service to be given with economy. The larger centres do 
not seem to have attracted patients in numbers pro- 
portionate to their cost, but this may be because they are 
no more than branch surgeries for the doctors who 
practise in them. At all the centres considered the 
doctors maintained their own surgeries also. 

The committee insists that the setting up of small 
health centres should not be limited to newly developing 
communities or areas of re-housing, and it makes the 
ingenious suggestion that buildings designed for ultimate 
use as health centres might be used initially as residential 
accommodation. The ground floor of a block of flats 
might, for example, be designed for easy conversion into 
health-centre suites. But the committee’s statement 
that ‘‘ conditions are appropriate’’ for health centres 
‘* where there are no suitable premises or premises that 
can be made suitable ’’ takes no account of the obstacles 
placed in the way of those who have tried to set up 
centres in the midst of established practices. 

In sharp contrast to the health centres the group 
practice, in adapted premises in a Victorian house, carried 


4. Turner, T. B. Ibid, Dp. 300. 
5. Ibid. 


Moreover, when possible, . 


the full weight and force of an active three-doctor partner 
ship and offered as high a standard of nursing and 
secretarial support as any of the centres, at, it should be 
noted, the second lowest cost per patient attendance. 
Three out of four patients were seen by appointment, and 
preventive health teaching was carried on by the doctors 
and nurses in a homely and congenial atmosphere. The 
report emphasises the need for a true association of the 
general medical and preventive services rather than one 
in which practitioners and clinie workers share the same 
premises but do not meet, and the committee claims that 
the association is closest when general practitioners 
undertake preventive and welfare work for their own 
patients in their own surgeries. Doctors willing to 
undertake this work should not have to employ their 
own nursing staff to help in teaching ; such aid should be 
provided for them by the local health authority, whose 
midwives and health visitors could work as well with the 
general practitioner in his own practice as in a health 
centre. As codperation between practitioner and 
local authority improves, more and more of the personal 
health services of the local authority will become part 
of the normal routine of general practice. 

We hope that tliis report will be followed by a wider 
study of the work of health centres on the one hand, and 
of group practices on the other. Possibly there will be 
little difference between the partnership practice run 
with help from the local authority, and the small health 
centre. There lies in each the potentiality for very good 
general practice. 


ANATOMY OF THE INTRARENAL ARTERIES 


THE anatomical distribution of the blood-vessels of 
the kidney has always been a matter of interest to 
surgeons. Apart from the important consideration of 
aberrant arteries, the ramification of the normal intra- 
renal vessels has caused much speculation about the 
existence of specific zones supplied by individual vascular 
elements: It is over fifty years since Brodel suggested 
that a relatively avascular plane lay between the areas 
presumed to be supplied by the primary divisions of the 
main renal artery. Few surgeons who have attempted 
to define this plane will be prepared to attest to its 
bloodlessness, and “‘ splitting the kidney’’ is by no 
means free from the risk of severe hemorrhage. Never- 
theless, recent work has shown that there is a basic 
pattern by which the renal substance is divided into a 
number of segments each supplied by a secondary branch 
from the main renal vessel. By means of plastic injections, 
later supplemented by arteriography, Graves! has been 
able to outline the branches of the vascular tree and to 
confirm the arterial independence of each zone. In 
contrast to the arterial arrangement, intravenous injec- 
tions displayed a number of freely anastomosing channels. 

The value of these observations lies not so much in 
any influence they may have on operative technique, as 
in their application to diagnostic renal arteriography. 
A knowledge of the normal distribution of the main 
vessels and their branches is of obvious importance in 
the radiological identification of space-occupying lesions, 
and Graves has adduced certain differential features 
which may prove helpful in distinguishing tumours from 
cysts. Of particular interest is his suggestion that the 
‘‘ pooling ’’ of the contrast medium typically observed 
in malignant renal neoplasms is more likely to be due 
to venous obstruction than to any intrinsic vascularity 
of the tumour. The technique is still in its infancy, and 
there are no doubt further possibilities in the applica- 
tion of segmental renal arteriography during surgical 
operations. 


CHARLES READ has been re-elected president of 
the College of Obstetricians and Gynecologists. 


1. Graves, F. T. Brit. J. Surg. 1956, 43, 605. 
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PROFESSIONAL FREEDOM AND 
RESPONSIBILITY 
UNDER THE NATIONAL HEALTH SERVICE 


A. E. TELLING 
M.A. Oxfd 


DuRING the past few years there has been a notable 
increase in the number of claims for damages against 
hospital authorities. No-one, I think, supposes that this 
is due to an actual increase in the amount of negligence 
occurring in hospitals. The real reason is that it is now 
very much easier for aggrieved patients to bring this 
type of action, because the courts have abandoned their 
earlier view that hospitals could not be held liable for the 
negligence of their medical staff. At the same time, the 
introduction of Legal Aid has encouraged many people, 
who might otherwise have been unwilling to run the risks 
of litigation, to pursue their claims. It is also possible 
that some people feel less hesitant about suing a 
nationalised hospital service. 

It is natural that medical men should see in all this a 
danger to their professional freedom. As the amount of 
damages paid out increases, the guardians of the public 
purse may be tempted to interfere with the doctor's 
traditional freedom, and in this they might be encouraged 
by the bureaucratic tendencies characteristic of any large 
public service. 

It is hardly necessary here to argue the case for the 
professional freedom of the medical man: I shall assume 
that such freedom is important not only to doctors but 
also to the patients whom they serve. My purpose is 
simply to consider what remedy can be found for a 
situation in which medical freedom might be imperilled. 


Two Different Approaches 

In law, as in medicine, diagnosis is essential to cure. 
In other words, how have the courts arrived at the 
conclusion that hospital authorities are liable for medical 
negligence? A study of the decided cases shows that 
this conclusion has been reached as a result of two 
different approaches. The first has been an application 
to hospitals of the principle that an employer is liable for 
the negligence of any of his servants acting in the course 
of their employment: this approach involves a con- 
sideration of how far doctors are the ‘‘ servants ’’ of their 
hospitals. The second approach is to say that a hospital 
authority has itself a duty to provide medical treatment, 
and is liable if that duty is negligently performed. Of 
course, the hospital authority can act only through the 
agency of doctors and other skilled staff, but in this 
context it may not be necessary to consider whether any 
particular agent is or is not legally a ‘‘ servant.”’ 

The leading English cases in which these principles 
have been adopted are Gold v. Essex County Council 
(1942), Cassidy v. Ministry of Health (1951), and Roe v. 
Ministry of Health (1954). In all these cases the negligent 
or allegedly negligent act occurred before the introduction 
of the National Health Service in 1948; moreover, in 
Roe’s case the hospital concerned was until 1948 a 
voluntary hospital, although the particular patient 
contributed to its funds through an insurance scheme. 
It follows from all this that the changed attitude of the 
courts is not primarily the result of the introduction of the 
National Health Scheme, at least so far as England and 
Wales are concerned. In Scotland, the position is rather 
different. The leading case is Macdonald v. Glasgow 
Western Hospitals Board (1954). Two of the judges in 
this case based their opinion on the responsibilities 
imposed upon hospital authorities by the National Health 
Service ; on the other hand, all three opinions cast some 
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‘doubt on n the H.S deviaions of the Scottish courts, 
so that the result might have been the same in any 
event. 

Before turning to the details of the English decisions, 
it will be useful to consider the significance of case law. 
It has been observed by high judicial authority that 
** The-value of an earlier authority lies, not in the view 
which a particular court took of particular facts, but in 
the proposition of law involved in the decision.’ It is 
not always easy, however, to ascertain the principles on 
which a case has been decided. It is necessary to 
distinguish between those parts of a judgment which are 
essential to the decision and those which are not and are 
therefore obiter. The latter do not constitute binding 
authority, but they may have considerable persuasive 
value. Another difficulty, in cases where there is more 
than one judge, is that different judges may reach the 
same result by different roads. That is what happened 
to some extent in all the leading cages mentioned above. 


The Leading Cases 


Gold v. Essex County Council concerned the liability 
of a local-authority hospital for injuries caused by the 
negligence of a radiographer in the full-time employment 
of the hospital. The then Master of the Rolls, Lord 
Greene, approached the problem by asking what it was 
that the hospital undertook to provide : 

““ Once this is discovered, it follows of necessity that the 

rson accused of a breach of the obligation cannot escape 
iability because he has employed another person, whether a 
servant or agent, to discharge it on his behalf; and this is 
equally true whether or not the obligation involves the use 
of skill. It is also true that, if the obligation is undertaken 
by a corporation, or a body of trustees or governors, they 
cannot escape liability for its breach, any more than an 
individual can ; and it is no answer to say that the obligation 
is one which on the face of it they could never perform 
themselves.” 


Lord Greene did not, however, pursue this line of 
thought in quite the direction which one would expect. 
He inferred the obligations of the hospital authority more 
from the circumstances of the radiographer’s employment 
than from the actual treatment given in the hospital. 
** So far as consulting physicians and surgeons are con- 
cerned, clearly the nature of their work and the relation- 
ship in which they stand to the respondents the hospital 
authority precludes the drawing of an inference that the 
respondents undertake responsibility for their negligent 
acts.” The position of housemen he left open. With 
regard to nurses, Lord Greene said : 

“Nursing, it appears to me, is just what the patient is 
entitled to expect from the institution and the relationship 
of nurses to the institution supports the inference that they 
are engaged to nurse the patients.” 

Turning to the radiographer, his Lordship said : 

““In the case of the respondents’ hospital, the patient- 
seeking treatment by Grenz rays finds a department equipped 
with suitable apparatus and a whole time employee engaged 
for the purpose of giving the treatment. In the circumstances. 
I can draw no other inference than that the obligation assumed 
is to treat the patient by the hand of Mead the radiographer 
with the apparatus provided.” 


Lords Justices MacKinnon and Goddard reached the 
same result by saying that the radiographer was the 
servant of the hospital. 

In Cassidy’s case these principles were applied to 
permanent medical staff. Lord Justice Somervell said : 


“* Lord Greene, in Gold’s case, in considering what a patient 
is entitled to expect when he knocks at the door of the hospital, 
comes to the conclusion that he is entitled to expect nursing 
and therefore the hospital is liable if a nurse is negligent. It 
seems to me that the same must apply in the case of the 
permanent medical staff . . . It seems to me the patient is as 


much entitled to expect medical treatment as nursing from 
those who are the servants of the hospital. I agree that, if he- 
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is treated by someone who is a visiting or consulting surgeon 
or physician, he is being treated by someone who is not a 
servant of the hospital. He is in much the same position as a 
private patient who has arranged to be operated on by ‘ X ’,” 

Neither Lord Justice Somervell nor Lord Justice 
Singleton had much difficulty in finding that the doctors 
involved in Cassidy’s case were ‘‘servants’’ of the 
hospital. Discussing the position of one of them, Lord 
Justice Singleton observed that he was 

“a full time employee of the corporation . .. He was 
allowed to live out and he was given a sum in lieu of residential 
emoluments. His engagement was subject to the standing 
orders of the council. No doubt, the corporation could not 
interfere with him in the operating theatre even if they had 
wished to do so, but I know of nothing to prevent them making 
rules as to visiting, or seeing patients after an operation, or 
as to the passing on of information or of complaints, or as to 
what should be done if the surgeon is absent.” 

Lord Justice Denning’s approach was different. He 
too began with the duty of the hospital, but inferred their 
duties from first principles : 

“If a man goes to a doctor because he is ill, no one doubts 


that the doctor must exercise reasonable care and skill in his - 


treatment of him, and that is so whether the doctor is paid for 
his services or not. If, however, the doctor is unable to treat 
the man himself and sends him to hospital, are not the hospital 
authorities then under a duty of care in their treatment of 
him ? . . ..In my opinion, authorities who run a hospital, be 
they local authorities, government boards, or any other 
corporation are in law under the self-same duty as the humblest 
doctor. Whenever they accept a patient for treatment, they 
must use reasonable care and skill to cure him of his ailment. 
The hospital authorities cannot, of course, do it by them- 
selves . .. They must do it by the staff they employ.” 

His Lordship, however, used the word ‘‘ employ ”’ in its 
wider sense as including relationships other than that of 
master and servant : 

“ Where, however, the doctor or surgeon, be he a consultant 
or not, is employed and paid, not by the patient, but by the 
hospital authorities, I am of opinion that the hospital 
authorities are liable for his negligence in treating the patient 

. where a@ person is himself under a duty to use a care, he 
cannot get rid of the responsibility by delegating the per- 
formance of it to someone else, no matter whether the 
delegation be to a servant under a contract of service or to an 
independent contractor under a contract for services.” 

In the last of the English cases mentioned aboye— 
Roe v. Ministry of Health—the Court of Appeal decided 
that there was no negligence. What the court had to say 
on the subject of the liability of the hospital authority 
was therefore obiter. Lord Justices Somervell and 
Denning were again members of the court, and each 
followed what he had said in Cassidy’s case. The third 
member of the court was Lord Justice Morris, and his 
views may be summarised as follows : the hospital under- 
took to anzsthetise the plaintiff; the anwsthetists were 
members of the organisation of the hospital, members of 
the staff engaged to do what the hospital itself was 
undertaking to do. This judgment, in its emphasis and 
choice of language, thus stands midway between those of 
Lord Justice Somervell on the one hand and Lord Justice 
Denning on the other. The phrase ‘‘ members of the 
organisation of the hospital’’ is particularly interesting. 
The ‘‘ organisation ’’ obviously includes doctors under 
full-time contracts of service, but it is not necessarily 
limited to them. 

What was Decided 

This analysis of the leading cases leads to certain 
conclusions. 

1. It has been decided that hospital authorities are 
liable for the negligence of full-time medical staff under 
contracts of service. Roe’s case is authority for saying 
that the same rule applies to part-time staff, but thus was 
obiter. Of the four Court of Appeal judges involved in the 
Cassidy and Roe cases, two based their judgments on the 
ground that the doctors concerned were ‘‘ servants’”’ of 


the hospital authority ; one on the ground that they were 
‘“members of the organisation,’ but this judgment was 
obiter ; and one on the ground that a hospital authority 
has certain duties responsibility for which it cannot 
delegate, and it does not matter whether the agent for the 
performance of the duty is a ‘** servant ’’ or not. 

2. The liability of a hospital authority for negligence 
by a part-time or visiting consultant has not been decided 
except within the context of the National Health Service. 

3. All four judges were of opinion that the hospital 
authority is under a duty to provide medical and nursing 
treatment for the patient. It can no longer be said (as 
was said in one of the early Scottish cases) that all the 
authority undertakes is ‘‘ to provide an efficient, heated, 
clean, wholesome sick-house equipped with the necessary 
furniture and fittings for the reception of patients; to 
provide a competent staff and to provide the necessary 
medicine and food.” 


Effect of the National Health Service 


These rules were formulated, as we have seen, in 
relation to cases in which the negligent or allegedly 
negligent act take place before the introduction of the 
National Health Service. Under the National Health 
Service Act, 1946, the Minister is under a duty to provide 
(a) hospital accommodation ; (b) medical, nursing, and 
other services required at or for the purposes of hospitals ; 
and (c) the services of specialists, whether at a hospital or 
elsewhere. In Razzle v. Snowball (1954) it was decided 
that the Minister was responsible for specialist services ; 
his duty was not limited to providing competent 
specialists, and in consequence he was liable for the 
negligence of such specialists. 

These duties are fulfilled on the Minister’s behalf 
by the regional hospital boards (and under them the 
hospital management committees) and the boards of 
governors of teaching hospitals. In particular, it is these 
authorities who select and appoint medical and other 
staff. In ‘these circumstances, the duty of a hospital need 
no longer be ascertained by the inferential methods used 
by the court in the earlier cases; except for the few 
hospitals outside the National Health Service, one need 
look no further than the Act and regulations. In fact, 
this simpler method was open to the court in both Gold 
and Cassidy, since in each case the hospital was main- 
tained by a local authority whose duties were clearly laid 
down by statute; the judges in Gold’s case, however, 
rather than decide the issue on this narrower ground, 
preferred to find principles of general application to all 
hospitals whether public or voluntary. 

Another result of the National Health Service is that, 
as regards the liability of hospitals, there now seems to be 
no difference between consultants and other medical 
staff. Lord Justice Denning pointed out in Razzle v. 
Snowball that a consultant under the National Health 
Service ‘‘ is a senior member of the staff and just as much 
a member of the staff as the house surgeon is.’’ And it 
makes no difference whether he is full-time or part-time-— 
a conclusion that seems good sense as well as good law. 


Doctors as ‘‘ Servants 


At one time the hallmark of a servant was that he was 
under the control of the employer in the sense that the 
employer had the right not only to tell him what to do 
but how to do it. If that were stili the law, then doctors 
might well resent being regarded as servants. But in 
recent years the courts have moved away from the test 
of control. It is now recognised that there are cases in 
which the servant exercises his professional skill and 
judgment uncontrolled by anyone—a common illustration 
is that of the ship’s captain—and throughout the hospital 
cases it has been recognised that the status of servant is 
not inconsistent with the doctor’s right to control his 
own method of working. Indeed, it is the hospital cases 
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more than any other single factor which have compelled a 
reconsideration of the legal concept of a servant. At the 
moment the courts have not reached any new and decisive 
definition of a servant. As Lord Justice Denning said in 
Stevenson v. Macdonald: ‘‘ It is often easy to recognise 
a contract of service when you see it, but difficult to say 
wherein the difference lies. A ship’s master, a chauffeur, 
and a reporter on the staff of a newspaper are all 
employed under a contract of service; but a ship’s 
pilot, a taxi-man, and a newspaper contributor are 
employed under a contract for services. The learned 
Lord Justice attempted a definition in these words : 
‘under a contract of service, a man is employed as 
part of the business and his work is done as an integral 
part of the business; ... under a contract for services 
his work, although done for the business, is not integrated 
into it, but is only accessory to it.’’ It seems, therefore, 
that the test of whether a man is a “ servant ’’—i.e., is 
employed under a contract of service—is whether he is an 
integral part of the organisation by which he is engaged. 

In all these circumstances, I do not think that the 
position of the doctor in hospital service is really weakened 
by the fact that he is now regarded for legal purposes as a 
servant. On the other hand, would his position be 
strengthened if he were declared not to be the servant of 
the hospital authority ? This suggestion was recently 
made by a conference of Scottish doctors. An interesting 
variant is the proposal that the sums allocated for the 
remuneration of doctors in the National Health Service 
should be paid to a professional guild, which would then 
distribute them to its members, in salaries or otherwise, 
as it thought fit. This medical guild, making a contract 
with the doctor, would be technically his employer and 
would send him to work in the National Health Service, 
assuming responsibility if he failed in his duties. 

Attractive as these suggestions are, I doubt whether 
they would really help to preserve the professional 
freedom of the medical practitioner vis-a-vis the hospital 
authority. As we have seen, the hospital authority under 
the National Health Service has certain statutory 
obligations, and negligence in the performance of these 
may render the hospital itself liable in damages. It is 
scarcely conceivable that we could establish any form of 
public hospital service—whether State or local-authority 
—without defined obligations to the public; and even 
if such a service could be established, the courts might 
well hold the hospital directly liable to the patients, on 
the principles laid down by Lord Justice Denning in 
Cassidy and other cases. 


A Possible Safeguard 


Is there then any way in which professional freedom 
can be safeguarded within the framework of a publicly 
administered health service ? A possible safeguard would 
be to grant the medical man some statutory protection 
from interference by his employers. There is precedent 
for this in the case of colliery managers who for many 
years have enjoyed a measure of statutory protection. 
The Coal Mines Act, 1911, provides that each mine 
shall be under the control of a qualified manager and 
that the owner or agent shall not take any part in the 
technical management of the mine unless he is qualified 
to be a manager. This still applies even though the mines 
have been nationalised. 

Although a hospital is a very different type of organisa- 
tion from a colliery, there should be very little difficulty 
in applying this principle to hospitals. In the case of 
mental hospitals statutory regulations already require 
that (unless the Minister otherwise directs) the super- 
intendent shall be a medical practitioner and that he shall 
be the chief officer and responsible for the general manage- 
ment ; he is, however, specifically required to exercise his 


powers of general management in accordance with any 
directions which may be given by the regional hospital 


board or the hospital management committee. The 
regulations do not attempt to distinguish between general 
management and responsibility for individual] cases ; the 
intention was perhaps that this should be left to the 
dictates of common sense, but the regulations could be 
framed so as to make the position clear. There are no 
equivalent statutory rules for general hospitals. If such 
rules were to be drawn with a view to safeguarding the 
freedom of the profession, medical responsibility would no 
doubt be placed where it now lies in practice—namely on 
the consultant. 
Conclusion 

To sum up, it is in my opinion of little or no importance 
that doctors in the employment of National Health 
Service hospitals now have the status of servants. That 
status is not inconsistent with their position as pro- 
fessional men exercising independent skill and judgment. 
If medical freedom is in peril, the danger comes from the 
possibility of an over-zealous regard for financial economy 
and from the bureaucratic tendencies of large public 
organisations rather than from the recent changes in 
the views of the courts. In so far as the law can provide 
a remedy, the best safeguard would be to give doctors 
statutory protection from outside interference. 

The primary need, however, is for a public opinion 
which believes in the virtues of professional freedom and 
which believes also that the healing of the sick and the 
prevention of disease should be above interference on the 
grounds of economy. The law can reinforce such opinion 
but cannot be a substitute for it. 


THE REMUNERATION CLAIM 


SINCE we went to press last week, two further state- 
ments have been made on the Ministers’ response ! to the 
Negotiating Committee’s claim? for a 24% increase in 
the remuneration of general practitioners and hospital 
doctors in the National Health Service. 

The text of the first was as follows : 


The Joint Consultants Committee, representing the 18,000 
doctors whe staff the hospitals of the country, has heard with 
indignation of the Government's brusque refusal to consider 
the fair and reasonable claim put forward by the medical 
profession for an adjustment in its remuneration. The claim 
is no more than a request for a fulfilment of the solemn 
promises made to the medical profession when it entered the 
National Health Service. No section of the community in 
recent years has exercised greater restraint than the medical 
profession in asking for adjustments in its earnings to meet 
the falling value of money. Like professional workers in 
general, they are a minority in the community. That is no 
reason why, the value of their earnings having been whittled 
away by inflation, the reasonable claim they have at last 
been driven to make should be given this contemptuous 
dismissal. The Negotiating Committee presented to the 
Ministers a long reasoned document which they have abruptly 
rejected in a few words without the courtesy of explaining 
their reasons for doing so. 

The committee wishes to associate itself fully with the 
protest against the Government’s decision already made by 
the General Medical Services Committee, representing the 
20,000 family doctors of the country. Like the General 
Medical Services Committee, it pledges its wholehearted 
support to the Negotiating Committee in whatever steps may 
be necessary to secure that the Government reconsiders this 
decision. 

The second was issued on July 27: 

The Negotiating Committee of the medical profession met 
in London today to consider the situation created by the 
Government's rejection of the claim for an adjustment in the 
remuneration of general practitioners and hospital medical 
staffs in the National Health Service. It decided, as a first 
step, to renew its request to the Minister of Health.and the 
Secretary of State for Scotland that they should receive a 
deputation from the committee | at the earliest possible date. 


1. Leneet, July 21, 1956, p. 137. 
S. ne, ous. J. July 28, 1956, suppl. p. 75. Lancet, July 28, 1956, 
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Points of View 


THE ANXIOUS PATIENT 


H. M. FLANAGAN 
L.R.C.P.1., D.P.M. 


“In this unnerved—in this pitiable condition—I feel 
that the period will sooner or later arrive when I must 
abandon life and reason altogether, in some struggle with 
the grim phantasm, FrEAR.’’—The Fall of the House of Usher 
by Epgar ALLEN Por. 

Ir is indeed fear that lies at the root of mental distress ; 
fear that is the fundamental painful human experience. 
If we were to abstract from the complex superstructure 
of psychiatric symptomatology, in the hope of finding a 
common underlying factor, we would possibly come upon 
this elemental attribute of living. 

Anxiety may be described as a state of chronic fear. 
Such a state of prolonged anguish may also render the 
physical organism a prey to somatic distress and disease. 


The reactions to fear, and the unsuccessful efforts to - 


contain it or to obviate it, produce the manifold psycho- 
logical states and symptoms with which the psychiatrist 
has to deal. Fear lurks under the complexity of disease. 

The state of anxiety implies the survival of hope, 
whereas in states of depression it may be said that hope 
is waning. Apathy and stupor represent two stages in 
the psychological effort to withdraw and seal off; the 
attempt to wall up the personality and leave fear on the 
outside, by means of a developed refusal to react at all. 
Abnormal mental excitement may constitute a further 
device in attempts to contain fear or to deny it per- 
ception, and may result in the so-called ‘‘ flight into 
activity.’’ Obsessional states, paranoid reactions, hysteri- 
eal reactions, and all the manifold ways in which the 
hard-pressed human organism may attempt to defend 
itself against fear are likewise constructed; with an 
increasing complexity of ‘‘ reactions to reactions,’’ in 
which the chain of reactions is coiled and entangled upon 
itself. The varieties of human experience and of indivi- 
dual history, together with developed mental habit 
patterns and many other factors—noted and unnoted— 
would serve to contribute to the variety of the clinical 
syndromes. 


If it is fear that underlines such apparently diverse 
phenomena, what could cause fear of this kind? It is 
unlikely to be that which the ordinary man understands 
by fear—a reasonable and comprehensible condition 
produced by obviously threatening circumstances. This 
‘‘ ordinary ’’ fear may be experienced by everyone from 
time to time. It usually disappears when the danger 
diminishes or is extinguished ; whereas the kind of fear 
under discussion has for one of its characteristics an 
apparently unreasonable persistence and duration. 
Perhaps it could be described as the archetype of fear ; 
or, to introduce a term which is abhorrent to psychiatrists, 
a kind of ‘‘ metaphysical ’’ fear. 

Rudolf Allers, in The Psychology of Character, refers to 
the metaphysical conflict which he considers to be at the 
root of every neurosis. The concept of ‘‘ metaphysical 
dread ’’ is to be found in the writings of those thinkers 
who are classed as existentialist. It is perhaps here, in 
the realms of existentialist thought, that we may come 
upon the dynamic of this fundamental fear which upsets 
the balance of the mind. Although professional philoso- 
phers may look askance at the activities of the existentia- 
lists, even denying them a claim in the world of philosophi- 
cal thought, it is probable that the existentialists do make 
a contribution to psychology. 

From time to time it is beneficial to detach ourselves 
from the preconceptions of current scientific method. 
It is as well to examine man and his existence phenome- 


nonologically ; before undertaking the fragmentation 
analysis which is inseparable from neurophysiology, 
biochemistry, and other disciplines of science, including 
a great deal of contemporary psychology, scientific and 
otherwise. 


Arthur Schopenhauer, the celebrated 19th-century 
German pessimist, wrote an essay called ‘‘ The Emptiness 
of Existence.’’ In it he gives a fair description of man 
as a distressful being. Fundamentally, there are needs 
and illusions ; the ‘* preoccupations ’’—to borrow another 
existentialist word—of our daily lives. When we are 
engrossed in the pursuit of various satisfactions, and 
drawn onwards by illusions promising a future fulfilment 
and happiness, we are in the state which may be compared 
to the contemporary notion of being ‘‘ well-adjusted.”’ 
During the intervals when needs have been temporarily 
satisfied, what Schopenhauer terms (rather inadequately) 
boredom occurs, until the needs again make them- 
selves known. It is apparent that Schopenhauer signifies 
a great deal more than we do by the word ‘* boredom.”’ 
In his usage it is akin to an appalling sense of despair. 

If, for any reason, we find ourselves stripped of our 
illusions and are no longer preoccupied with activities of 
various kinds, we become conscious of the ‘*‘ emptiness of 
éxistence,’’ and this is apt to cause anxiety and depres- 
sion. Perhaps the anxious patient has, for some reason 
or another, begun to experience this existential problema. 
His system of needs and illusions has broken down and 
left him exposed to the raw winds of existential Angst 
and metaphysical dread. If he can, either with the help 
of a psychiatrist or otherwise, bolster up his illusions and 
regain his preoccupations he may in some measure 
manage to regain the state of being well-adjusted. On 
the other hand, he may be more or less fixed in the state 
of despair or depression. He may become dull and 
apathetic. He may try to explain, to himself and others, 
this new gxperience in more familiar terms than those of 
existential problems. He may come upon a more reliable 
and trustworthy faith than that given by his former 
illusions. And finally one must refer to the series of 
physical shocks, usually electrically induced, which may 
have among their effects the relegation of existential 
problems to the background, and may contribute a new 
series of preoccupations ; thus providing a bridge to the 
preoccupations of the ‘‘ well-adjusted.”’ 

Because the state of being ‘* well-adjusted,’’ when based 
only on the more or less agreeable ‘‘ preoccupations ’’ of 
everyday life is precarious, it is necessary to have a 
coherent metaphysical or religious outlook over and 
above the usual mixture of illusions and preoccupations. 
These are apt to fail at some time or other, leaving the 
hitherto ‘‘ well-adjusted’’ victim unprotected in an 
existential vacuum. Many people rely excessively on 
worldly interests and preoccupations, to the exclusion of 
a deeper, metaphysical orientation. To be ‘‘ well- 
adjusted ’’ in the current and restricted sense of the 
term, with this exclusion of any seriously religious view 
of life, is perhaps ultimately inefficient and undesirable ; 
whatever its pragmatic value as a short-term policy. 


In some such way as this may existential problems 
have a bearing on the psychology of basic anxiety. 
Existentialists in general feel that they can give us more 
knowledge about human personality than that which 
comes within the competence of scientific method as 
currently conceived. Karl Jaspers is of the opinion that 
the scientific approach to problems of human personality 
is insufficient. If this is true, it may well apply to the 
disturbances of human personality also. Jaspers main- 
tains that ‘‘ existence is that which cannot be reduced to 
mere objectivity.’ Nicolas Berdyaev also objected to 
the process of “distortion by objectification,’ when 
human personality is under consideration. Gabriel 
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Marcel would not be in sympathy with the Freudian 
notion of ‘‘ the object’ in psychology, which extends to 
persons as well as things. He insists upon the ‘‘ I-thou”’ 
status of the personal relationship. 

All this may be mere folly to the logical positivists 
and other semanticists. For them, metaphysical 
questions are meaningless, and metaphysicians are 
simply people embroiled in tautologies. It seems a pity 
that the logical positivists will not even allow some 
questions to be put, especially as the forbidden questions 
are among the most interesting and important that can 
occur to the mind. Perhaps some dialectical process will 
eventually restore friendship between the logical positi- 
vists and the metaphysicians. It does not appear logical 
to allow some questions and to forbid others. It may well 
be that psychotherapy and psychopathology would gain 
from a consideration of existentialist themes, together 
with a willingness to allow such themes as being possibly 
important aspects of the human psyche. A move in this 
direction is evident in the work of some Continental 
psychiatrists, among them being Viktor Frankl and his 
Vienna school of existential analysis. 

* 


‘** Nothing burns in hell but the self ’’ says that medieval 
and mystical text, the Theologia Germanica.’ Whatever 
may be thought to constitute the nature of hell, there is 
some truth in this saying. There are those who would be 
pained at the prospect of giving any serious attention to 
something that is at once medieval and mystical; and 
there are many who regard the notion of hell in any 
possible shape or form as devoid of significance. But 
even such a modern thinker as Jean-Paul Sartre concluded 
that ‘‘ hell is other people.” 

Although self-regard and self-esteem are accepted as 
being among the normal requirements for living, it is 
evident that self-preoccupation may develop into self- 
absorption ; and can eventuate in a kind of self-deifi- 
eation. The habit of living in the egocentric universe 
may take forms far more subtle than those of the obvious 
selfishness of the immature. Moralists and ascetical 
writers have discussed and analysed the undesirable 
effects of such self-cultivation and devotion. Although 
Oscar Wilde pointed out that to fall in love with oneself 
marked the beginning of a lifelong love-affair, such a 
liaison usually turns out badly. 

A patient becomes more ill because he is self-absorbed ; 
and more self-absorbed as he becomes more ill. In such 
reciprocal relationship, increased self-regard may be in 
many cases more causative than associative. Anxiety 
increases if the self becomes the focal point of attention 
and expands, so as to fill the universe and blot out all that 
is not self. 

All psychiatric syndromes exhibit this excess of ‘‘ self- 
ness’? and its consequences, and amelioration of the 
disease is usually associated with a diminution of the 
inflated ego. It is perhaps at this point that what has 
been described as ‘‘ mental hygiene ’’ meets with moral 
philosophy and the traditional teachings of the 
“enlightened ones’’ of ‘both Eastern and Western 
thought. One thinks of the writings of St. Thomas a 
Kempis ; of St. John of the Cross ; of the Bhagavad Gita 
and the Buddhist texts. Arising from this, one might 
consider Aldous Huxley’s The Perennial Philosophy, an 
excellent book on mental hygiene, while deploring his 
rapprochement with the chemical trends of modern 
psychiatry in mescaline experiments. 


The gentle Socrates went about questioning complacent 
Athenians as to their premises; no doubt he had an 
ameliorating effect upon the evil consequences of inflated 
self-approval. It is unfortunate but characteristic of the 
world that his eventual reward was hemlock. However, 
practising psychiatrists need not necessarily fear this, 
and the ‘ Socratic technique’? may be put to good 
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use in counselling and in psychotherapeutic methods 
generally. The framing of questions to elicit the ipse 
dixit, which may be necessary to persuade the patient to 
insight, is no light art. Recently, D. Ewen Cameron has 
reported, in a paper entitled ‘‘ Psychic Driving,’’ the 
bending of the modern tape recorder to such uses. The 
patient’s significant utterances are recorded and played 
back to him. This may be repeated as often as it is 
thought to be necessary. It is too early to perceive the 
full implication of this technique and all of its possibilities. 
To be forced to listen to oneself in this way would 
probably be a salutary experience ; since lack of insight 
is not necessarily confined to the psychiatric patient. 


In Buddhist thought, desire and attachment are 
considered to be the cause of suffering. Those of us in 
the Western tradition might modify this stern, totali- 
tarian opinion and allow that desire for and attachment 
to higher values and ideals is not only permissible but 
necessary, even at the cost of suff¢ring. We can agree 
that exclusive and excessive worldly desires and attach- 
ments are potent sources of misery. Again, it seems to be 
fundamentally a matter of fear—fear that we shall not 
obtain what we desire ; that we shall lose what we have ; 
that we shall obtain what we do not desire. With the 
exception of purely materialistic knowledge and thinking, 
the thoughts of man, in many times and places, create a 
garment of numerous threads wherewith to clothe himself 
from the cold currents of the existential predicament ; 
or the problem of existence as such. 

* * * 

It would appear finally that the state of being ‘‘ well- 
adjusted ’’ requires for its completion and durability a 
moral and spiritual adjustment, to complement that at 
the ordinary everyday level. Stability based merely 
upon everyday ‘‘ preoccupations’’ and illusions con- 
stitutes an attempt to establish the psyche on an 
inherently unreliable and treacherous foundation. 


Medical Education 


AFTER TEN YEARS 
A Junior Teacher Takes Stock 


J. W. LANDELLS 
M.A., M.B. Camb., M.R.C.P. 


Axpourt this time of year long lists of names appear in 
these columns ; their owners receive congratulations and 
pass on to the status of qualified doctors. Shorter lists of 
names are not published ; they are not even indicated by 
blank spaces in the lists ; to the ordinary man, even their 
number is unknown. They are those who have failed ; 
and it will be tacitly assumed that it is all their fault. 
But to saddle them with the whole responsibility is not 
fair; for the successful passage of finals is a combined 
effort, in which wise selection, good teaching, and sensible 
examining are at least as important as anything the 
student can do. For ten years now I have taken a 
minor part in one of these activities, and after this spell 
of teaching it is time to take stock of one’s doings. 


Teacher and Student 


On a statistical plane, our brief partnership might not 
be held unfruitful. Of the 489 who have been through 
my hands, 6 fell ill ; 480 are now on the Medical Register, 
23 of them after a delay of a year, 5 after a considerably 
longer delay, and the other 452 at (or within a year of) 
the appointed time. But no-one in contact with the 
students will doubt that most of them, having survived 
some selective preliminaries and the earlier parts of the 
course, would have passed their examinations if left to 
themselves. Indeed, to make their task easier is not 
necessarily advantageous, since it removes some of the 
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responsibility from them to the teacher, and so prolongs 
the dependent phase of their education. 

This is the first thing I have learnt. The critical point 
in training is the transition from the dependent education 
of the schoolboy to the independence of the good sixth- 
form or university student. It does not matter in what 
subject this transition is made—classics, premedical 
science, or preclinical science—but it should be made as 
early as possible by the doctor if he is to continue his own 
training after qualifying. 

Research students, acting as part-time lecturers, say 
that it is boring to teach students who are still dependent, 
and unnecessary to teach those who have become 
independent. They suggest that teaching is not worth 
while, since we have nothing to offer the independent, 
and can make little use, for the dependent, of the bait 
ready to our hand—assistance in getting through 
examinatiohs with the least delay and expense. For my 
part I believe we have much to offer ; but we must first 
have a clear picture of the human material, of our aim, 
and of the material facts of time, space, and man-power. 

Many studies of the curriculum begin with complaints 
about overloading and end with an even greater overload 
because they are made without precise knowledge of the 
time and work necessary to put over a given piece of 
instruction. But they fail even more because they make 
no general assessment of the student mind. To say that 
such assessment is impossible is true only up to a point, 
and assessment of a group is not so hard as of the 
individual: if our unit of medical education is the class 
rather than the man, not only is the difficulty of assess- 
ment less, but the problem of complete coverage of the 
subject is annulled. We cannot make each man into a 
success in every branch of medical skill, but we can 
prepare each class so that the individuals forming it can 
pursue the branches they like or are suited for. We can 
make the opportunities available to all, making little 
use of compulsion. The administrator may fear to leave 
so much as an hour of the day to the students’ discretion ; 
but I have not found them spendthrift. The free way of 
learning allows the quiet and diffident to find some 
specialist corner where he can study without competition 
from the crowd of extroverts clamouring for the surgeon’s 
attention. The student, too, has a very much clearer 
view of his future requirements than the Olympians are 
willing to admit—perhaps a clearer view than many of 
the Olympians have themselves. 

Esteeming the medical student too low, those in charge 
of him usually insist on a rigid time-table. To them, he 
is a piece of refractory material on which a certain number 
of hours of grinding must be done by a series of tools. 
But the medical student is not made, nor is he born ; 
he grows. Like a fruit-tree he needs careful and liberal 
handling—the best of air and light, occasional judicious 
pruning, transplanting rarely, and cutting down only 
when certainly barren, and then quickly. Again and 
again specialists prescribe their own courses—twenty 
lectures on this and ten on that, and of course a com- 
pulsory examination to make sure that the lectures are 
attended—rigid organisation of how and where the tree 
must grow. But students are as capable as any tree of 
facing the sunlight and growing in spite of the gardener. 
Who are we to compel attendance when we cannot 
attract it ? 

Our Purpose 


Though we cannot lay down a pattern for the indi- 
vidual, some generalisations are safe. Even if he is not 
necessarily in the first intellectual flight, the medical 
student is never one of the mentally backward; so he 
can be relied upon to have some forethought for his own 
future. He has accepted a job which will never carry 
him to great or easy affluence, and which involves an 
pprenticeship longer and worse paid and more demand- 
ing than that of the other professions in which he meets 


his schoolfellows. And in undertaking this task he has 
at the back a streak of idealism—sometimes inspired by 
family tradition, sometimes overt and awkward, but 
more often decently and healthily covered by a fagade 
of light-heartedness that is as true as it is traditional. 
Beyond these things the group is infinitely variable. 
With them the teacher has his brief time and one-sided 
contacts—to do what? Some might say, to make a 
good doctor. The staggering immodesty of this worries 
me. (What is a good doctor ? Am I one ? Whether I am 
or not, how far can a brief month or two go towards 
this? Why should it be completed in the five-year 
syllabus ?) Our purpose surely should be less ambitious 
—to make it difficult for the student to become a bad 
doctor: ignorant, unkind, irresponsible, and bored. 
Ignorance is forgivable up to a point, since it can be 
compensated by consultation ; the rest are absolute signs 
of educational failure. 
Examinations 


In achieving this purpose our assets are a certain 
amount of time, the students’ own qualities, and (as a 


- subsidiary aid) the bribe of help in getting them through 


their examinations. Whether one likes it or not, one’s 
teaching is bound to be in thrall to the examiner. The 
students know perfectly well that, whatever their ideals 
or intentions, they will not be able to exercise them till 
they have passed; and they will pay attention to such 
teaching as they believe will help them. It is not entirely 
fair to say that they will not attend lectures unless 
these are to meet examinations : they will go to lectures 
that they know are outstanding in matter or manner, 
that do not repeat books, and that have some relevance 
to their interests. A small attendance for this reason 
is more acceptable than a mob dragooned by attendance 
records. I find it hard to attain this level and am there- 
fore indebted to examination requirements for bridging 
the gap; but they still modify the content and balance 
of my teaghing more than I like. If examinations were 
not so greedy—how apposite the phrase ‘satisfy the 
examiners ’’—the tables before the student need not be 
so laden, and he could be allowed some choice of courses. 

Alteration of the examinations, so as to make them 
less exigent, would not necessarily lower professional 
standards or increase the risk to the publie—though our 
profession might become less academic. We should ask 
ourselves, I think, just what they at present achieve. 

Excluding for the moment the few schools where an 
attempt is made to give a few honours or distinctions, 
an examination is a sorting into two groups: (1) those 
for whom no further formal education in the subject is 
likely to have much value, and who can pass on to more 
advanced study without too much risk to the public ; 
and (2) those who require further study for a limited time. 
A third group—those whose technical equipment is so 
poor that they can never make doctors of any kind 
within a reasonable time—is not only a small one but 
should never have been allowed to waste more than a 
year in trial endeavour. If they slip through the selection 
it is kindest to put them down firmly and relatively 
painlessly in second m.B. without further waste of their 
(and their teachers’) time. Broadly, the result of 
examinations is that you either pass now or pass next 
time. But even this modest sorting is made less effective 
by the existence of multiple qualifying examinations, 
some of which are thought to be of lower standard than 
the others, and certainly have the advantage of occurring 
more frequently and in smaller parts. 

The elaborate machinery of examinations has been 
devised, then, to achieve a simple end—the deferment of 
a relatively small number of weaklings from a highly 
selected and long-trained body of students, known well 
to their teachers. From this process the personal know- 
ledge of the college staff is rigorously excluded, in the 
curious belief that bias is the ruling passion of the 
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teacher and that none can give an honest opinion about 
his students. Perhaps students prefer this impersonal 
selection: and certainly it would be bad if it were 
thought that prejudice carried as much weight in this 
statutory test as it does, for example, in the selection of 
house-officers, where it can probably do more harm to 
the candidate. As a teacher I cannot complain for the 
students, for they get through more easily than I would 
let them ; but the method is a sad reflection on what the 
university thinks about its teachers. 

The examination is not an unfair means of sorting. 
It picks out the good examinees ; and competent people 
will make themselves good examinees, succeeding in 
this as in anything else they know to be necessary, and 
in their future careers. Whether this added accomplish- 
ment is worth the work, and whether examinations are 
as successful in excluding people who should not get 
through, is more debatable. What is clear, however, 
is that they are a wasteful method of achieving a simple 
sorting ; they misdirect the student’s effort because they 
demand so many parlour-tricks ; and they make no use 
of a splendid opportunity to check up on and investigate 
the teaching which is being given. (To me it is quite 
incomprehensible that this opportunity is overlooked by 
the universities.) In actual fact, of course, examinations 
are no longer either a method of sorting or a test of skill 
and knowledge: they have become an Academic 
Initiation Rite—secrecy, delayed verdicts, no witnesses, 
no appeal, no reports. They may not be bad for the 
students, but they are very bad for the examiners : 
they may be an examination of the students, but they 
are not, as they should be, an examination of his teachers. 


If the purpose of examinations is only to sort the 
students, they need not be nearly so bulky or waste so 
much of everybody’s time. A quite brief viva will 
divide those who are clearly competent from those who 
are doubtful, and this lesser group could then write the 
three hours’ paper beloved of all examiners before being 
accepted or failed. The present tonnage of ill-written 
scripts would no longer divert high academic officers 
from research, and bad writing would no longer be a stiff 
hurdle for both parties. There is nothing particularly 
original in having the viva first : in at least one examina- 
tion it is used as a screen to save the reading of the 
seripts ; and there does not seem to be any valid reason 
why it should not be used to save the writing of them. 
Further, unlike the writing of five or six considered essays 
in three hours on a basis of poorly remembered facts, 
the viva has some relation to the future practice of 
medicine : it involves human contacts, quick rather than 


voluminous thinking, and common sense rather than: 


memorised material. It is also much more fun than the 
stuffy halls which recall the dismal written impositions 
of one’s youth. The report on failures in a viva could 
well be immediate and impressive, and for those who 
fail in the written examination a written report could be 
provided. There seems to be no reason why examiners 
should not report in this way, except that it is traditional 
not to do so, and they will probably say they have not 
the time. All right, let there be more examiners: that 
is the obvious way to lighten the burden ; and if anyone 
objects that it will cost more, let examining be regarded 
as a part of teaching, to be carried out by appointed 
teachers without extra pay ; and to spread the burden 
adequately, which will be still more necessary if examining 
is unpaid, insist on everyone taking their share. - The 
present system whereby professors add to their admini- 
strative commitments by sorting out the C.ls from the 
B.3s is quite indefensible. Further, teachers should be 
present during their protégés’ ordeal—not to defend 
them from the curious behaviour of the occasional 


examiner (though they would do no harm in this) but 
because there is no more essential and salutary experience 
than to sit squirming in silence while someone else 
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demonstrates on your student your complete failure as 
teacher. At present, the only way one can achieve 
something of this kind is to attend a revision class, 
arranged ostensibly to help the student at the threshold 
of the examination and therefore attended by the weaker 
members who need the teaching most and show up its 
deficiencies best : the incomplete and garbled version of 
your most carefully planned lectures which emerges is 
at once depressing and stimulating. If out of it all some 
criticism of the examiners became possible, this would be 
no bad thing; they have had it all their own way for 
quite long enough. 

The surveillance exercised over examinations by that 
tepid and distant accumulation of men, the General 
Medical Council, appears as tenuous as their contribution 
to teaching: nominally responsible, they are in fact 
preoccupied in the fascinating sport of chastising 
adulterers, for which addiction no-one can blame them. 
But it is difficult to see how they can be satisfied with 
the present multiplicity of standard qualifying examina- 
tions, with their very different levels. Should they not 
make a positive contribution by establishing their own 
single preregistration examination? The universities 
would then be free to run a smaller more select examina- 
tion, of an honours standard, which men who thought 
themselves suitable could enter for, and which, with its 
smaller numbers and lower penalty for failure, could be 
accurate and severe in ranking the candidates in. order of 
merit. 

At present, then, the examination is unsatisfactory 
in the adjustment of its methods to its results, and it 
cramps the teacher by the factual terrors it demands. 


Seeing Medicine as a Whole 


Now the width of medicine is neither regrettable nor 
reversible ; it is an expanding universe, and no argument 
in committee will narrow it. The most the committee 
can do is to arrogate to itself the choice which independent 
education will leave in the student’s hands, the freedom 
to distribute time and energy where good teaching 
attracts him and where his own personal qualifications 
are likely to find an outlet. The width of the subject is 
the meeting-place where the student and teacher can help 
each other; the integration of the curriculum and 
holding together the fast-diverging paths of the specialists 
are not matters of theoretical discussion but of day-to- 
day practice. It is nonsense really for the student to 
learn the physiology of the heart from a man 80 miles 
away at Oxford or Cambridge, the clinical details here 
and now, and the diseased heart in six months’ time 
from another specialist 100 yards away near the back 
gate of the hospital; it is inevitable that in the future 
some synchronisation will come. As soon as the student 
has passed the critical step from dependent to independent 
education, and is responsible enough to be allowed near a 
patient, he should see medicine as a whole. 

The Olympians are at present obdurate in united 
opposition to this, and require the piecemeal sacrifice of 
medicine to the traditional times and seasons for learning 
the different bits ; I marvel that the phases of the moon 
are not included. Till they come into line, it is for the 
teacher to commit this treasonable integration by linking 
up personally with the preclinicians and pathologists 
who take their trick at the wheel, and in so doing find 
easy contact and interest in each other’s province ; and 
similarly with the lateral intercommunication between 
specialties of the clinical course. The balance of, the 
student’s view can be assured only by such contacts ; 
the balance of the teacher’s can be assured best by 
realising he cannot expect his students to regard his 
specialty as the whole world. In short, the student 
contributes by providing the urge towards unity when 
the teacher’s first thoughts are to dash for hurried refuge 
to the innermost recesses of his own specialty. The 
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teacher cannot succeed unless he admits of no division, 
except in techniques, between preclinical, medical, 
surgical, and specialist studies. Techniques, like facts, 
are no real difficulty ; most of them can be learnt as 
required for immediate use and left in the books till 
then ; removal of much technical detail from examination 
requirements is a step fairly easy to take, and since it 
would hit all subjects more or less evenly, it might be 
accepted willingly where pruning of individual subjects 
would be opposed. 


The Task 


All this is hard, if enjoyable, work. When I began, I 
thought increasing experience would bring easier days ; 
I was told ‘‘ It can’t be much trouble now—you’ve got 
the stuff together.’’ Now I realise it will never be easy : 
meeting and getting to know a fresh group, adjusting 
methods and speeds to their humours, making the 
individual feel that his coverts are drawn without 
dragging the pack into every nook and cranny of the 
countryside, packing the whole subject allotted to you 
into the time without implying that in your opinion the 
subject deserves a great deal more—all this is not to be 
done by knocking the dust off the cover of a file of notes 
in a drawer. The students come to you—unless you are 
so good a teacher that they crowd to you—firstly for 
direct help with their difficulties, not to be taught but to 
be aided in learning; for guidance through harassing 
corners where the medical traffic is overwhelming ; for 
particular support when faced with the emergencies of 
examinations. You are failing them if you do not treat 
them as junior colleagues with intelligence and idealism, 
if you do not show them the hopeful paths of the future 
of medicine, if you do not balance enthusiasm for your 
own line with appreciation of your colleagues’ ; and worst 
of all if you prolong their stay in dependent education 
by turning yourself into a factual cram-school for 
examinations. Examinations should be your friends 
but never, as now, your masters. 

In the face of this it is not surprising that a teacher 
feels himself inadequate; he also feels lonely and 
unsupported. There is little in the way of useful dis- 
cussion of the, problems and the outline of handling 
them. At the top there are the Olympians, rich in the 
variety of their personal fads, voluble in their phrases, 
often poor in contacts and in the knowledge of the under- 
graduate student, and unable to make a clear appreciation 
of their own intentions, and how far the time and material 
available will permit them to be carried out ; they plan 
time-tables and curricula endlessly on insecure factual 
premises. At the other end are those who say so often 
in the staff-rooms: ‘‘ Another batch of students worse 
than the last lot—I shall never get my paper completed.”’ 
To them a class appears as a more or less tolerable 
temporary inconvenience, as an interlude in their own 
programme of study or research. No firm grip on the 
central problem of examinations exists; they form at 
present not only the greatest single obstacle to rational 
teaching but also the focus where relatively small and 
simple changes would rejuvenate the whole life. To a 
relative beginner in the profession it is clear that while 
it is in the teacher himself that most of his value resides, 
and that therefore most of his shortcomings are for 
him individually to put right, he is wise to protest at any 
external handicap ; it is intolerable to think of waiting 
in silent patience while the endless cascade of committees 
and papers turns a stationary wheel to work the present 
grindstone. 

We cannot expect a 100% pass-rate in finals, however 
well we do our job; for that would reduce the examina- 
tion to a formality. Equally so, it is disquieting to find 
figures of oné failure for every two successful candidates 
quoted by high university authorities. We should of 
course be accurately informed of the numbers; they 
should be stated at the end of the list, so that we know 
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what is going on; but it is right that the names should 
not be published. Let us have less of this talk about 
students failing. If after five years, some 80% do not 
get through first time, and the rest after one failure, there 
is something wrong, and we must look for it: it may 
be in our selection, it may be in our teaching, it may 
(perhaps we should whisper this) actually be in our 
examining. But it is not nowadays idleness or stupidity 
that leads the student to his downfall. With infinitely 
few exceptions, students do not fail; it is we who fail, 
in their name. 


Medicine and the Law 


Infection in the Operating-theatre 


AFTER the amputation of his leg at the South Devon 
and East Cornwall Hospital, Greenbank, Plymouth, 
a man of 71 developed gas-gangrene.!. At the inquest 
on July 24, Mr. L. W. Innes, surgeon to the hospital, 


‘ attributed this infection to contamination of the air 


of the operating-theatre. Gas-gangrene organisms had 
been found in the theatre in December, 1954, and on 
July 16 organisms were still present. The surgical staff, 
he told the coroner, had for eight years been asking that 
the theatre suite should be brought up to date. Plans 
for improvements had been prepared but had been 
turned down in 1950 because of economy cuts in the 
national expenditure. Since then the project had been 
given comparatively low priority in relation to other 
schemes. Mr. A. R. Cash, secretary of the manage- 
ment committee, said that the committee had not 
given first priority to rebuilding of the operating-theatres, 
but they had submitted a statement to the regional 
hospital board, and ‘‘at this moment architects are 
preparing working drawings.”’ 

The Western Morning News says it is understood that 
the proposed scheme will cost between £90,000 and 
£100,000. It reports Mr. M. O. Carter, secretary of the 
South-Western Regional Hospital Board, as saying that 
this scheme is in the programme for 1957-58 submitted 
by the board to the Minister of Health last October, 
but has slightly lower priority than the maternity 
unit at the hospital, costing £50,000, which is shortly 
to be started. So far as the spending of money is 
concerned, work on the operating-suite can begin next 
April. 

Last Monday the Minister of Health answered questions 
in Parliament arising out of this case (see p. 257). 


Staphylococci in Hospital 


At Lewisham Hospital a newborn infant had a catheter 
inserted into the umbilical vein in case exchange trans- 
fusion should be necessary. The side-ward where this 
was done was prepared as for a surgical operation ; all 
present wore masks, gowns, and gloves ; and a course of 
two antibiotic drugs was started. Later the child died 
of a staphylococcal infection ; and at the inquest? on 
July 17, though Dr. F. E. Camps was not prepared 
to say whether the infection of the umbilicus was 
primary or secondary, the coroner (Mr. Robert Milne) 
attributed the child’s death to infection of the operation 
wound. 

Dr. Charles McDonald, of the Lewisham Group 
Laboratory, said that three months ago 7 of the 11 
members of the premature-baby unit were found to be 
carriers of Staphylococcus aureus, and nine months ago 
the percentage of carriers among the obstetric ward staff 
was 60. Answering the coroner, he added that it was 


as Western Morning News, July 25, 1956. Times, July 25. 
2. Kentish Mercury, July 20, 1956; Lewisham Journal, July 24. 
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impossible to abolish completely the risk that organisms 
in the nose or throat of staff would be transferred to the 
infant, but where there was a particular risk every 
precaution should be taken in the way that mask and 
gown were used. His recommendations had not always 
been carried out entirely to his liking. He pointed out, 
however, that the staphylococcus found in earriers is 
not usually a lethal one, and it was better to risk an 
infection than to prevent newborn babies receiving 
proper treatment. The highly trained staff could not be 
stood off, because there was ncbody to take their place. 
The coroner agreed that replacement of staff was a 
difficult problem but suggested that the unit should 
close down or the staff be moved. 


Newspaper apologises to R.C.O.G. 


A statement was made in open court announcing the 
settlement of a libel action by the Royal College of 
Obstetricians and Gynecologists against Associated 
Newspapers, Ltd., the proprietors of the Daily Sketch, 
and the editor, in respect of an article which appeared 
in the Daily Sketch. 

Counsel for the college said that it was a body incor- 
porated under Royal Charter, its objects being the 
encouragement of the science and practice of obstetrics 
- and gynecology. In an article written under the name 
of Dr. Jon Collen and headed ‘** Must our Babies be born 
in Pain?’’ which was published in the Daily Sketch 
of Jan. 4, 1956, it was asserted that the college had 
acted in a shameful manner towards a medical practi- 
tioner who, it was stated, was the man primarily respon- 
sible for the new look in obstetrics, that they had pre- 
vented him from working in any hospital in the country, 
and had caused him to be harried and cold-shouldered 
by the medical profession. That grave attack on the 
honour and propriety of the college was utterly false and 
without foundation. As soon as that was appreciated 
by the Daily Sketch, and protest had been made to them, 
they published a notice in which they conceded the 
falsity of the statements complained of and expressed 
to the college their regret for the publication. In 
recognition of the gravity of the libel the defendants had 
agreed to pay the college a substantial sum by way of 
damages. Further, by their counsel, they repeated their 
apology and retractation in the court. In the cireum- 
stances, the purpose of the action had been served and 
leave was asked to withdraw the record. 

Counsel for the defendants associated himself with 
everything that counsel for the college had said. He 
said that the defendants were satisfied that there were no 
grounds whatsoever for the attack which had been made 
upon the college and they wished to expresss their sincere 
apologies that the offending statements should have been 
published in the columns of their newspaper. 

Mr. Justice PEARCE gave leave for the record to -be 
withdrawn. 


Royal College of Obstetricians and Gynecologists v. Associated 
Newspapers and Another.—Queen’s Bench Division: July 25, 
1956. Counsel and solicitors: Helenus Milmo (Hempsons) ; 
Neville Faulks (Swepstone, Walsh & Son). ‘ 

E. M. WELLWoop 
Barrister-at-Law. 


Libel Action between Hearing-aid Manufacturers 


A statement was made in open court before Mr. 
Justice PEARCE announcing the settlement of a libel 
action by Multitone Electric Co. Ltd., of Queen Victoria 
Street, London, E.C.4, against Ardente Ltd., of Wigmore 
Street, W.1, and one of that company’s directors, in 
respect of statements contained in a letter sent on 
Dec. 5, 1955, to Mr. Lilburn, secretary of the National 
Institute of the Deaf, and copies sent simultaneously to 
two members of the institute’s medical and scientific 
committee. 


Counsel for Multitone Electric Co., the plaintiffs, said 
that the institute was a philanthropic body which main- 
tained an approved list of suppliers of hearing-aids who 
had entered into an agreement with the institute as to 
their methods of trading, and at the material time the 
plaintiff company was on that approved list. In the 
letter the defendants alleged that considerable resentment 
was felt throughout the hearing-aid industry about the 
relationship of the institute with the plaintiffs and 
suggested that the institute favoured the plaintiffs above 
others for reasons that could not stand five minutes of 
impartial investigation. Such language was open to the 
construction that the plaintiffs did not conform to the 
standards of trading laid down by the institute and further 
had obtained unfair business advantages by intrigue with 
members of the governing body of the institute or its 
officials. The defendants agreed that there was no 
foundation whatsoever for those imputations and were 
in court by their counsel to withdraw them unreservedly 
and to apologise to the plaintiffs for having made them. 
The defendants had paid into court a substantial sum 
by way of damages which the plaintiffs had accepted. 
The defendants had further agreed to indemnify the 
plaintiffs fully in respect of their costs. The plaintiffs 
had brought the action for the sole purpose of clearing 
their good name. They had never desired to make money 
out of these proceedings and were glad to accept the 
defendants’ apology and withdrawal and were proposing 
to hand over the sum received as damages to a charity 
for the deaf. 

Counsel for the defendants said that they greatly 
regretted having hastily written something which they 
never really meant. They freely conceded that there 
were no grounds for any suggestion that the plaintiffs 
had acted improperly in any way, and he desired on their 
behalf to convey to the plaintiffs their unqualified 
apologies for having circulated the letter in question 
which they now recognised was susceptible of a 
sinister construction which it was never intended to 
bear. 

Multitone Electric Co. Ltd. v. Ardente Ltd. and Another.—Queen’s 
Bench Division ; July 27, 1956. Counsel and golicitors : Leonard 
Pearl (Montague Cox & Cardale): Helenus Milmo (M. A. Jacobs 
& Sons). 

E. M. WELLWooD 
Barrister-at-Law. 


Public Health 
Poliomyelitis 

UNCORRECTED notifications of poliomyelitis in England 
and Wales in the week ended July 21 were as follows : 
paralytic 70 (49), non-paralytic 72 (58); total 142 (107). 
This is an increase of 35 compared with the previous 
week, the figures for which are in parentheses. 


B.C.G. Vaccination of School-children 


The Ministry of Health has now urged local health 
authorities to offer B.c.G. vaccination to 13-year-old 
children. In 1953 the Minister expressed willingness 
to approve proposals by health authorities for offering 
vaccination to children of this age; the decision was 
left te each authority. The Medical Research Council * 
has endorsed the value’ of vaccination of children aged 
13, and accordingly 
“the Minister feels that those authorities who have not yet 
taken power to offer the protection afforded by the vaccina- 
tion to school leavers should now do so, and that those 
authorities who have not hitherto made full use of their 
powers should intensify their efforts with a view to securing 
the vaccination of a larger number of school leavers in their 
area. 


1. Ministry of Health circular 14/56. 
2. Brit. med. J. 1956, i, 413. 


| 
A 
n. 
| bl 
bl 
we 
he 
he 
or 
| we 
lo 
— ye 
| M. 
Op 
Hi 
Mi 
th 
| wi 
is 
his 
st 
La 
ha 
pai 
she 
cal 
mi 
as 
sta: 
COr 
blo 
an 
dea 
| I si 
Ie 
| rou 
and 
hb 
is s 
| hap 
nur 
ram 
to 
I re 
witl 
But 
and 
dor 
doct 
He 
the 
caus 
of h 
se 
doze 
be r 
was 
Tl 
we a 
week 
Visit 
able 
cond 
alone 
be se 


THE LANCET} 


IN ENGLAND NOW 


[aucust 4, 1956 251 


In England Now 


A Running Commentary by Peripatetic Correspondents 


‘* So they’re considering operating on you, you unfortu- 
nate man!” boomed Ananias, between mouthfuls of my 
black grapes. 

‘* You know, your first big mistake was to allow your 
blood-alcohol to sink below 75%, thus letting the germs 
get at you; and your second was to come into this 
hospital, thus letting the surgeons get at you. This 
hospital! Why, I turned down an H.s. appointment here 
on the grounds that any hospital which would accept me 
wouldn’t be worth working in. I was right too; if you 
look at the choice of surgeons you’ve got, that will spoil 
your day for a start. 

“* Reading from left to right, you have first Carver 
Mayhem, alias The Mayor—‘I declare this abdomen 
open,’ and three minutes later you’re as hollow as a 
Henry Moore exhibit. Next, Sir Galen Strangury- 
Mildew, Bart., the old beau sabreur himself, who flicks 
the patient across the face with his glove and proceeds 
with a fléche attack. And third, literally your last resort 
is to let Hamish MacGrolloch have a stab at you, with 
his bimanual atraumatic claymore. 

‘* They pipe you into the abattoir like a haggis and the 
staff wear gowns in the Hunting MacGrolloch tartan. 
Last week he was groping around in the pit which he 
had digged and removed a slab of tissue which the 
pathologist identified as the patient’s rubber under- 
sheet. Hamish is descended from a Cromwellian colonel, 
called Hezekiah ‘ He-smote-divers-nations-and-slew 
mighty-kings’ MacGrolloch, and is himself known locally 
as Hamish This-patient-is-dead-Sister-well-don’t-just- 
stand-there-fetch-me-another’ |MacGrolloch. 

‘*Consider, too, that you'll have anesthetists to 
contend with. Nowadays I’m told they paralyse you 
instead of smothering you, afterwards depriving you of 
blood, blood-pressure, and body-temperature. I asked 
an anesthetist how he knew whether his patients were 
dead or alive, and he accused me of hair-splitting--——. 
I say, you are touchy today; no, I’m going after that! 
I can take a hint with the next man!”’, and Ananias 
rounded up the surviving grapes and left. 

Two minutes later he was back with a Pott’s fracture 
and concussion. ‘‘ Most extraordinary,’’ the nurse said, 
“ he slipped on the stairs on a grape. Mr. MacGrolloch 
is seeing him now.” 

““Mr. MacGrolloch ? “Then I die 

happy.” 
PNot in this hospital, you don’t,’’ commanded the 
nurse, thrusting a thermometer down my throat as though 
ramming home a charge down a muzzle-loader. ‘‘ You're 
to be discharged tomorrow.” 


I murmured. 


* * * 


The art of public speaking is learnt in devious ways. 
I recently heard a physician speak for half an hour 
without a note, albeit he had some slides to help him. 
But his “ ers’? annoyed me so much that I lost interest 
and counted them; they came to 31 in five minutes. I 
do not know if this is a record, but it reminded me of a 
doctor who gave a talk to some schoolboys on hygiene. 
He noticed one boy was very fidgety and at the end of 
the talk asked him to stop behind. On being asked the 
cause of his behaviour, the boy blushingly produced one 
of his mother’s visiting-cards on the back of which was 
a series of noughts and crosses, five rows with about a 
dozen in each. He said he was sorry and didn’t mean to 
be rude but each cross was an “er” and each nought 


was an ‘“ um.’ 


* * 


The fame and tradition of our hospital is such that 
we are rarely without guests from foreign lands. Last 
week we entertained a party of distinguished American 
visitors, and showing them round proved a most agree- 
able task. Clinical demonstrations of rare and interesting 
conditions aroused their admiration, and in one corner 
alone no less than five examples of a new disease could 
be seen. And by television, intricate operations were 
relayed direct from the theatre with such startling 


perfection of technique that not a few physician-viewers 
came away with the impression that opening the chest 
was simpler than auscultating it. 

The morning was given up to conducted tours of the 
hospital, and it was as well that administrative fore- 
sight had offered us the previous day a concentrated 
refresher course in the art of guidemanship. It would 
certainly never have occurred to me that 400 dustbins 
were in use at any one time, or that in the bowels of the 
basement a gigantic bin-washing apparatus daily ren- 
dered them as sterile as milk-churns. Nevertheless, it 
had to be conceded that, by and large, there was little 
Uncle Sam could not make bigger and better. And, 
sure enough, it soon transpired that their enuretic 
children were twice as big and twice as many as 
ours. 

Highlights of the tour included curious items. Our 
scales, for instance, were in great demand. “ It sure is 
kind of swell getting weighed in genuine stones and 
ounces,’’ one of the visitors explained. But the morning 
did not pass without misunderstandings. It was difficult 
to explain the surgeons’ neglect of the title ‘‘ Dr.,” 
and its indiscriminate use by those who are merely 
‘bachelors ’’——a term which, in turn, applied equally - 
well to married men or female graduates. Then we came 


‘upon a door marked ALMONER, whereupon the proverbial 


generosity of Americans sprang to light, for, like a 
conditioned reflex, there was an instant reaching for 
pocket-books, which was restrained only with difficulty. 
Our last (and, perhaps, most lasting) misunderstanding 
concerned that wholly British institution, the ward 
sister. Some of our guests thought of her as a charitable 
body who devoutly spent her off-duty in a cloister ; 
others thought that she was a young nurse who did not 
discourage expressions of familiarity. They were intro- 
duced to the real thing, after which no-one was left in 
doubt on the latter score. 


* * * 


Breaking through the sound-barrier was one of the 
branches of physics I never really understood until I 


* went to lunch with old Geoff last Sunday. He has fixed 


himself up very nicely in general practice in one of our 
smaller northern health resorts, and he was just demons- 
trating with a bunch of cheese-straws how pressure-waves 
build up, when the door bell jangled. Geoff glanced 
out of the window and rubbed his hands. ‘‘ A couple of 
temporary residents at seventeen bob a nob!” he 
chuckled. ‘‘ Damn sight better than patients on the 
list.”” He ambled to the door, and I could not help 
overhearing a middle-aged female voice with grand 
fruity mill-town overtones. ‘‘ Art thee doctor chap ? ”’ 
Geoff apparently admitted it. ‘‘ Weel, dost tha wash 
lugs oqt?”’ The trio clumped along the hall to the 
surgery, returning in a quarter of an hour. ‘“ Ta, luv,” 
echoed from the front-patb, and Geoff came back to the 
table. ‘‘ Well, I suppose that’s another thirty-four bob 
in the kitty,’’ I commented. My host pulled a face. 
‘* No, the old witches were day-trippers, so we don’t 
collect for emergency treatments on our knock-for-knock 
agreement.” I was about to sympathise, when the gate 
banged open and a mass of women surged up the path. 
The arrival of such processions usually betokens an 
accident, so Geoff dashed to the door. ‘‘ Art thee 
t’feller what washes lugs oot under National ’Ealth ? 
we've coom to ’ave same done for us.’”’ Geoff paled 
visibly and appealed to me. ‘‘ Here, you were once in 
the E.N.T. racket, so come and earn your lunch, you 
mocking blighter.’’ We rolled up our sleeves and spent 
the rest of Sunday afternoon syringeing out the ears of 
the whole thirty-six members of the Mothers’ Union 
coach-party, and, apart from the driver’s left ear, every 
meatus justified the effort. We were still mopping up 
the surgery floor as the bus roared out of the market 
square with its load of paper-hatted matrons chattering 
songs of praise for the N.H.S. My hostess winced at the 
horrible sound of Geoff’s supersonic profanity as the 
pressure-waves overcame his self-control. At last I 
understood the theory. 


* * * 


‘“* T have had a gastric stomach for years but sometimes my 
ulcer gets really peptic.” 
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FAT ABSORPTION IN CHRONIC SEVERE 
MALNUTRITION IN CHILDREN 


Sir,—We have read with great interest the paper by 
Professor Gémez and his colleagues (July 21). 

We agree that children suffering from kwashiorkor 
need ample calories, and we have recently followed our 
observations! on the good tolerance of soya fat by 
employing another vegetable fat of similar composition. 
We have available locally, at low cost, an excellent 
cottonseed oil that is normally used for cooking by all 
who can afford it, and for the past nine months we have 
incorporated it in our therapeutic diets. In the first 
days of treatment we offer a mixture of 50 g. of calcium 
caseinate, 50 g. of dried skimmed milk, 20 g. of sugar, and 
30 g. of oil, made up to | litre with water and passed 
through an electric blender. In the later stages of treat- 
ment we reduce, or remove altogether, the caseinate, 
increase the skimmed milk, and increase the oil to 
40 or 50 g. The oil is very well tolerated, and has not 
caused either vomiting or diarrhwa, even in children 
who are extremely ill. In balance experiments on 
children during recovery we have found that only 81-86% 
of the oil has been absorbed, but the stools have not 
appeared to be fatty. 

We would hesitate to add fat to a diet if it caused 
loose stools in our patients, because we have noticed 
that when the stools are loose the weight chart is never 
satisfactory. By adding the cottonseed oil, however, 
we are able to achieve rapidly caloric intakes of well over 
100 per kg. body-weight, and the weight gains are usually 
excellent. 


Medical Research Council, Group for 
Research in Infantile Malnutrition, 
Mulago Hospital, Kampala, Uganda. 


R. F. A. DEAN 
B. WEINBREN. 


PROLONGED CHEMOTHERAPY IN CHRONIC 
PULMONARY TUBERCULOSIS 


Srr,—In their important and comprehensive paper 
in your last issue Dr. Joiner and his colleagues point out : 
(1) that rotating therapy, using pairs of the three drugs 
(isoniazid, p-aminosalicylic acid, and streptomycin), 
is ‘‘ highly satisfactory’? and that continuous treat- 
ment is less efficient ; and (2) that chemotherapy must 
be given over a long period. 

From the Wrightington centre for genito-urinary 
tuberculosis we have been advocating precisely these 
views for some years.2 In the treatment of genito- 
urinary tuberculosis we advise the use of streptomycin 
and isoniazid at fortnightly intervals, alternately with 
viomycin and * Nupasal-213° for similar periods. This 
intensive course lasts for six months, after which 
treatment continues intermittently in a less intensive 
form, the whole course extending over a period of two 
years. Genito-urinary tuberculosis, like its chronic 
pulmonary counterpart, is a chronic disease, and it is 
unreasonable as well as unwise to expect to clear it up 
in a matter of weeks or months. 

In following up these patients we have demonstrated 
the reappearance of tubercle bacilli in the urine in an 
appreciable percentage at the end of two, three, and 
four years after the conclusion of treatment. If it is 
necessary, as we believe, to prolong the treatment to 
two years, it follows that the chemotherapy must be 
given in an intermittent manner. 


J. Cosspre Ross. 


Liverpool. 
Sir,—Professor Knox and his team deserve the thanks 
of both clinicians and bacteriologists for their continued 


1. Dean, R. F. A. Brit. med. J. 1952, ii, 791. 
2. Ross, J. C., Gow, J. G., St. Hill, C. A. Lancet, 1951, i, 1033; 
Brit. med. J. 1953, i, 901; Lancet, 1955, i, 116. 
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researches on the chemotherapy of pulmonary tuber- 
culosis, the thoroughness of which is instanced by the 
sensitivity tests repeated by three separate methods. 

Case 13 is particularly interesting for its failure to 
respond to ‘ Nupasal-213’ and calcium benzamido- 
salicylate, given as alternatives to isoniazid and P.aA.s., 
to which the bacilli were becoming resistant. During 
routine work I have encountered some further examples 
of this, and have made a comparison of sensitivity 
tests using Léwenstein-Jensen media incorporating the 
various tuberculostatic drugs now available. 

Six strains partially, and seven wholly, resistant to isoniazid 
were found to show identical degrees of resistance to nupasal- 
213. Five strengths of each drug were used—0-2, 1, 5, 10, and 
50 ug. per ml. 

Fifteen strains resistant to P.A.s., isoniazid, or both, were 
tested similarly against pP.A.s., isoniazid, and ‘ Dipasic’ 
(a drug combining the other two). Eight sensitive to P.A.s. 
were also sensitive to dipasic. Four partially, and one 
wholly, resistant to P.A.s. were also resistant to dipasic to a 
comparable degree. The two remaining strains in their 
greater resistance to dipasic than to p.A.s. apparently reflected 
the influence of isoniazid to which they were wholly resistant. 


This suggests that strains of tubercle bacilli resistant 
in vitro to isoniazid show identical resistance to nupasal- 
213, and that strains resistant to p.a.s. and/or isoniazid 
will also be resistant to dipasic. This is of some import- 
ance to hospital laboratories confronted with requests 
for sensitivity tests ‘‘ for all available drugs.’”’ Taken 
literally, and ineluding viomycin and pyrazinamide, 
this would mean some seven drugs and, perhaps, two 
dozen cultures. Could Professor Knox, from his greater 
experience, say whether routine sensitivity tests with 
the derivatives of isoniazid and p.a.s. are justified in 
addition to those with the parent drugs ? 

Not least of the problems confronting the routine 
laboratory is the decision as to what degree of drug- 
resistance in vitro is to be accepted as clinically significant. 
Table vu in the article is here very helpful ; but perhaps 
10 ug. per ml, as the criterion of P.A.s. resistance seems 
rather low. 20 ug. per ml. is, I believe, the minimum 
tuberculostatic level of p.a.s. in the blood, and levels 
two or three times as high as this are said to be attainable 
with 10 g. daily dosage. 

Royal Infirmary, Glasgow. J. E. TInne. 


CARCINOMA OF STOMACH AND ABO 
BLOOD-GROUPS 


Str,—In their letter (July 21), Dr. Haddock and Dr. 
McConnell assert, in contradiction to our paper (July 7), 
that the excess of blood-group A in carcinoma of the 
stomach is not related to the site of the growth. This 
difference between us could be due to a statistical freak 
of chance; a more probable explanation lies in the 
selection of cases and the method of classification. The 
Liverpool workers used pathological records whereas we 
attempted to determine where the growth actually started 
by comparing X-ray films and fresh specimens. 

X-ray films underestimate the total extent of a 
neoplasm but they have the advantage that the barium 
meal stretches uninfiltrated muscle. Hence the site of 
maximum rigidity where the muscle is most infiltrated 
is readily identified, and we assume that this is the 
starting-point of the growth. In many of our cases the 
growth was small and the diagnosis had previously been 
missed ; but when we obtained earlier X-ray films and 
compared them with later ones the way in which the 
growth had spread became obvious. In this way, we 
allotted some cases to the antral group although much of 
the body was affected. All this was done, we would 
emphasise, in 1953 before the importance of blood- 
groups was known. 

In our experience, pooled pathological records are of 
uneven merit and unsatisfactory. Surgeons do not often 
provide the pathologist with an accurate sketch of the 
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area excised. Normal muscle shrinks considerably more 
than neoplastic tissue even before fixation. The final 
extent of the distortion after fixation depends on the time 
interval between operation and measurement. Lastly, 
our series consisted entirely of operated cases, and in 
50% of them the carcinoma was so small that diagnosis 
caused difficulty. The Liverpool series was apparently 
less selected and contained post-mortem cases as well. 
Further study should be given to the possibility of a 
difference between operable and relatively inoperable 
cases. We found no clear relation between blood-group 
and rate of growth, but our evidence was far from 
conclusive. 
Medical Unit, 

The R. H. Bate. 

SULPHANYL-UREA COMPOUNDS IN DIABETES 
MELLITUS 


Srr,— Your leading article last week was unduly 
gloomy. 

Sulphanyl-urea compounds, as you stated, are unlikely 
to help the majority of the younger and severe diabetics, 
and thus have probably been viewed with disappoint- 
ment by the larger diabetic clinics. These clinics, how- 
ever, would not see the very considerable number of 
patients with senile-type diabetes who commonly are 
treated by their own doctors or referred to their local 
hospitals. If orally administered substances fulfil their 
promise of helping these older and milder cases, they 
will still have a very important place in the treatment 
of diabetes. 

In a small series of such cases, treated with carbuta- 
mide, the urine has become sugar-free and the blood- 
sugar has returned to normal, and in one case ketosis 
was abolished. Only cases failing to respond to dietary 
restriction have been treated. This is a remarkable 
achievement even if it is confined to this group of 
diabetics. These older diabetics do not take kindly to 
injections, and for various reasons many cannot be 
taught to give their own injections. They thus become 
a heavier burden on relatives, friends, and the district 
nurse, which the patient welcomes least of all. 

If oral treatment of diabetes proves to be safe and 
effective in these milder cases, it may also prove in some 
further cases to be preferable to severe dietary restriction 
in the twilight of life. 


Chichester. Joun D. WHITESIDE. 


GLYCYRRHETINIC ACID IN DERMATOLOGY 


Sir,—In these days of unrestricted advertising of 
proprietary preparations, there is an ever-increasing need 
for detailed observation and care in reporting clinical 
results. It is therefore particularly unfortunate that, in 
his letter of July 21, Dr. Colin-Jones, giving no concrete 
evidence, should have made such sweeping claims for a 
particular proprietary brand of glycyrrhetinic acid. He 
neither cites the type of case for which it was used nor 
indicates whether any control observations were carried 
out. The various preparations of glycyrrhetinie acid 
have received much publicity recently and there is con- 
siderable difference of opinion amongst dermatologists 
as to their efficacy. There may or may not be, as Dr. 
Colin-Jones suggests, considerable variation in results 
according to the method, of extraction and formulation. 
It would be of very great help to us all if he would 
investigate and produce figures to demonstrate these 
points, but in the absence of such figures it is very 
questionable whether he should give unnecessary publicity 
to the product of a particular firm: 


Huddersfield. A. J. E. BARLow. 


*.* If the form of Dr. Colin-Jones’s communication 
was unsatisfactory, the blame belongs to us rather than 


the author. Being unable to publish a fuller account of 
his observations, we thought it would be useful to some 
readers if he briefly made his main point—namely, that 
the results obtained with glycyrrhetinic acid may depend 
on the method of extraction and purification. The name 
of the substance which he preferred was included at our 
request, because we thought it an essential piece of 
information. We thought it would be clear that, in the 
absence of his evidence, his approval of this product 
carried only the weight of a personal opinion.—Ep. L. 


ANAEMIA” IN PREGNANCY 


Sm,—Your leading article of June 2 discusses the 
‘‘ proper investigation ’’ of iron deficiency. 

We all agree that, in pregnancy, iron supplements are 
useful only for pregnant women who develop a genuine 
deficiency of iron: therefore accurate diagnosis of this 
metabolic condition is essential. For this purpose the 
common hematological examinations may be useful, but 
only the colour-index and the mean corpuscular hemo- 
globin (M.C.H.) give a sure indication of the real hemo- 


. globin concentration of the red cells. The mean corpuscu- 


lar hemoglobin concentration (M.c.1.C.), which gives the 
hemoglobin concentration according to packed-cell 
volume, is certainly of less value. 

“Here, for example, are the hematological findings in a 
case of microcytic hypochromic anemia: Hb, 6-4 g. per 100 
ml.; red cells, 3,200,000 per c.mm.; hematocrit, 22% ; 
mean corpuscular volume (M.C.v.), 69 M.C.H., 20 ; 
M.C.H.C., 29%. And here are those in a case of megalocytic 
hyperchromic anemia: Hb, 6-4 g. per 100 ml.; red cells, 
1,500,000 per c.mm.; hematocrit, 21%; M.c.v., 140 Cu. 5 
M.C.H., 43 wug.; M.C.H.C., 30%. 


But hypochromia, though usually associated with an 
iron-deficiency state, cannot be considered a specific 
index of this particular metabolic situation. We find 
hypochromic red cells in many dyshemic conditions— 
e.g., thalassemia, chronic lead-poisoning, chronic infec- 
tious disedses—not directly related to ‘* hyposiderosis.”’ 
Similarly, a low serum-iron value (‘* hyposidersemia ’’) 
cannot be taken as definite evidence of ‘‘ iron deficiency ”’ ; 
for simple stimulation of the reticulo-endothelial system 
(e.g., acute and chronic infectious diseases—can lower 
the serum-iron ! 

A high value for ‘‘ free erythrocyte protoporphyrin ”’ 
was long regarded as clear evidence of ‘ sideropenic 
anemia’’; but more recent investigations? show that 
an increase of such erythrocytic substance can be caused 
not only by deficiency of iron, but by any condition which 
interferes with the linkage of iron to protoporphyrin-9— 
e.g., acute and chronic intoxications, and bone-marrow 
aplasia by inhibition. 

‘Transferrin,’ the iron-binding §,-globulin com- 
ponent which is free from iron (the iron-saturated fraction 
is usually regarded as serum-iron), is easily determined in 
plasma by colour methods.‘ From extensive studies,*—™ 
this substance appears to be a very sensitive index of 
body-iron saturation ; for it increases in sideropenia and 
decreases in hypersiderosis. Its quantitative changes 
also depend solely on the state of the iron metabolism, 
being uninfluenced by stimulation of the reticulo- 
endothelial system, intoxications, &c. In our experi- 
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2. Cartwright, G. E., Lauritsen, M. A., Jones, P. J., Merril, I. M. 
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3. Ventura, 8., Meduri, D., Dori, A., Fillipazi, A. Haematologica 
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ence !213 hypertransferrinamia (values above 350 ug. 
per 100 ml., the normal range being 150-300 ug.) is the 
most valuable evidence of iron deficiency ; and it is a 
very sensitive index, since an increase of transferrin is 
constantly found in the initial stage of sideropenia, at a 
time when the hemoglobin and the erythrocyte-count are 
still unaffected.'* 

From our own work on pregnancy 1°1° we conclude 
that determination of transferrin is a great help in 
detecting iron deficiency—the only metabolic condition 
which deserves iron supplements. 

PaoLo LaARIZza 


Department of Medical Pathology, Sanpro VENTURA. 


University of Cagliari, Italy. 


HEAVY FEET IN THE WARD 

Str,—I was recently in a hospital where the nurses 
stumped briskly up and down the wards on their heels. 
The floor in my ward was of wood, and some of the other 
patients had broken bones which must have been jarred 
by every step. When I returned home, the Indian girl 
who was staying with us was moving about the house 
with scarcely a sound, quickly and gracefully. She was 
wearing English shoes with leather soles and low heels, 
and she walked on the flat of her feet, flexing the knees 
more than most Europeans do. 

The nurses, who were kind people, did try to walk 
quietly at night, but without much success. Has any 
hospital thought of teaching its nurses to walk in a way 
appropriate to their profession? The patients would 
certainly gain and the nurses themselves might suffer less 
from tired feet. 


Oxford. Lucy Hurcuinson. 


CARDIAC PAIN FROM @SOPHAGEAL LESIONS 

Sir,—Dr. Geoffrey Bourne’s article (June 9) brought 
to my mind two patients, who were under our care in 
Hadassah Hospital. 


Case 1.—A man, aged 35, while on a trip to Scotland, was 
suddenly taken ill with severe choking pain passing to the 
left shoulder and hand. This pain persisted for a few hours 
and then disappeared, but it returned six days later. The 
patient consulted a doctor, who obviously made the clinical 
diagnosis of pain of cardiac origin. Repeated electrocardio- 
grams, however, were normal. About six weeks later the 
patient started having trouble with swallowing. At first this 
was mild, the food sticking somewhere behind the sternum, 
but in time there developed a full-blown picture of achalasia 
with nocturnal regurgitation of food taken the previous day. 

Radiography revealed mega-cesophagus with a stricture at 
the cardia. In order to eliminate the pe sibility of cesophageal 
cancer, cesophagoscopy was performed. This examination 
confirmed the finding of mega-cesophagus; biopsy at the site 
of stricture showed chronic mucosal inflammation. Dilatation 
with mercury-filled bougies was only partially successful, 
and accordingly further dilatation was undertaken with 
Mosher’s pneumate dilatator under X-ray control. When the 
bag was well in position its strong inflation provoked a pain 
similar to that experienced at the onset of symptoms. 
Questioned later, the patient described exactly the choking 
pain passing to his left arm, and of such an intensity that it 
almost provoked fainting. Pain of lesser intensity persisted 
for nearly twelve hours. 


In this case, under almost experimental conditions 
eardiac-like pain was induced by pressure in the region 
of the cardia. 

The second case illustrates the reverse side of the story. 


Case 2.—A woman, aged 60, attended the ear, nose, and 
throat department with a story of dysphagia after swallowing 
a chicken bone. Csophagoscopy showed pus flowing into the 
«esophageal lumen from apertures in the lateral walls of the 
«esophagus, some 5 cm. from its proximal end. No bone was 
Medicina 1954, 4, 1. 

Sang (in by press). 


Ventura, 8S. 
Ventura, 3. 


2. Larizza, P., 
3. Larizza, P., 


4. Kind, A. ‘Helv. med. acta 1954, 21 ; 

5. Ventura, S., Klopper, A. J. Obstet. Gynec., Brit. Emp. 1951, 
58, 173. 
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Radiography showed a ring-like collection of barium 
Obviously there was a collection 
The patient was 


found, 
all round the cesophagus. 
of pus in tissues around the csophagus. 
treated with antibiotics for two weeks. The same X-ray 
picture persisted for at least six weeks, but with time 
the quantity of barium collecting around the cesophagus 
diminished. Subsequent cesophagoscopies showed norma! 
mucosa and no pus, 

Four weeks later the patient came again to the hospital with 
pain centred at the upper half of the sternum and passing 
into the left arm. Again she was submitted to X-ray examina- 
tion and c@sophagoscopy, but no irregularities were noted 
Only when the patient insisted that she was in pain was she 
submitted to electrocardiography, which to our-great surprise 
revealed myocardial infarction. 


In this case obviously we were blinded by the first 
diagnosis and failed to recognise cardiac disease. 

These two cases, I believe, may help our judgment in 
evaluating anginal-like pain when the electrocardiogram 
is normal or when there is no pathological finding in the 
cesophagus. 

Ear, Nose, and Throat Department, 


Hadassah Municipal Hospital, 
-Aviv, Israel. 


RESECTION FOR PULMONARY TUBERCULOSIS 

Sir,—The paper by Sir Geoffrey Todd and _ his 
co-workers (July 7) prompts me to discuss an important 
practical problem. 

In a joint article} with Dr. Hicks, we stressed that it was 
usually the physician’s responsibility to decide whether and 
when surgical treatment was indicated in pulmonary tubercu- 
losis. We did not agree with those who, from the beginning 
of treatment, left decisions including those on use of drugs, 
collapse therapy, &c., to the surgeon. Later,?* I drew 
attention to the findings of thoracic surgeons and pathologists 
who showed that (a) sometimes surgical treatment advised 
by surgeons later proved to be unnecessary, the disease 
having become quiescent in the interval of waiting for opera- 
tion; and (6) in lobes or segments resected for presumably 
active tuberculosis, the disease was found to be no longer active. 
Other work reported since then produced similar findings. 
For instance, Brednow ‘ advised against precipitate operation ; 
he described instances of cavities containing tubercle bacilli 
which, after long periods of chemotherapy, were rendered 
free of bacilli. The cavities then resembled cysts and 
from a clinical point of view were regarded as inactive. I have 
heard of similar cases. 


B. Z. D. ZreELINSKI. 


The subject of my present comment is the special 
group of patients in which Sir Geoffrey Todd asked the 
surgeon for resection, although the sputum had become 
negative. He felt justified in doing so by the post- 
operative finding that bacilli were present in a high 
proportion of resected specimens—a by no means sur- 
prising result. Decision in favour of surgical resection 
should not be based on anatomical and/or bacteriological 
findings in the specimen, but on clinical observations 
and results of other examinations done over long periods. 


No-one can predict whether tuberculosis apparently clin- 
ically healed (it would be better to use the term “ arrested *’) 
will remain permanently arrested, or whether reactivation or 
new spread will follow. I believe that, in such cases, one 
should defer resection until, using strict criteria, it seems 
unavoidable. 

One must never forget that any major operation carries 
some risk. I recall patients whose operations were not urgent, 
and who died soon afterwards ; other physicians will have 
had similar experiences. Sir Geoffrey Todd and his colleagues 
are to be congratulated that there were no deaths in their 
series. Even granting that there will often be residual active 
disease in a lung after adequate medical treatment, the lesion 
may completely heal in the end. It is well known that the 
pathologist at necropsy can demonstrate pulmonary tubercu- 
losis previously unrecognised during life; the lesions have 


often been present in the lung for a long time and neither 
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reactivation nor spread has obviously occurred. If chest 
physicians would remember these lessons learned in the post- 
mortem room and constantly bear in mind the importance of 
spontaneous healing in tuberculosis, they would often hesitate 
to advise resection. After all, should’ reactivation or spread 
of the disease threaten during the follow-up period, it can 
usually still be controlled by chemotherapy and other methods. 

An apparently healed primary complex may contain viable 
bacilli. Would those who share Sir Geoffrey Todd’s views 
advise operation on the lung and/or glandular moiety of the 
primary complex in order to eradicate all living bacilli, 
thereby preventing a later spread ? One could ask the same 
question about old fibrous and calcified nodular lesions, many 
of which also harbour viable bacilli. 

This series of 238 consecutive cases treated by surgery is 
uncontrolled by a similar series, treated conservatively but 
for the same length of time and with chemotherapy of equal 
intensity. Such a controlled trial of resection in fibronodular 
pulmonary tuberculosis would, of course, take a long time, 
with several years follow-up. 


I am glad, Sir, that in your leader you dealt with 
several of my objections. 

Industrial ¢ ~ Clinic, Lasan 
STREPTOCOCCAL INFECTION 


Str,—In your issue of July 21 Dr. Allan Gray has 
reported that parenterally administered penicillin failed 
to eliminate a sensitive hemolytic streptococcus (type 
8/25) from the throats and noses of the staff and some 
patients of a maternity unit; and that many of these 
throats and noses were also carrying staphylococci 
which were resistant to penicillin and produced peni- 
cillinase in vitro. He recalls Rountree’s observation 
that parenteral penicillin could not be relied upon 
to prevent the colonisation of surgical wounds when these 
were infected by penicillin-resistant staphylococci, and 
her suggestion that this was perhaps due to neutralisa- 
tion of the penicillin by penicillinase in the wounds. 

These observations reminded me of a recent report 
by Becker! that when penicillinase was injected intra- 
musculatly into guineapigs and human beings who had 
previously received systemic penicillin there was a rapid 
disappearance of detectable penicillin in the circulating 
blood, and this continued for several days. If this 
finding is confirmed it would seem to suggest the question : 
Can enough penicillinase be liberated in the throat 
and/or nose of staphylococcal carriers to neutralise the 
effect of any penicillin administered to such individuals 
for a streptococcal infection ? 


Farnham Royal, 


mois. LEONARD COLEBROOK. 


LIVER PREGNANCY 


Srr,—I am prompted by Mr. Murley’s? account of a 
case of liver pregnancy to report a recent experience of 
mine at this hospital. 


An African woman who had undergone a cesarean section 
for placenta previa two years previously was admitted on 
June 11, 1956, apparently at full term with a very tense, 
painful, and silent abdomen. She had several hemoptyses 
following admission, and there were signs of consolidation at 
the bases of both lungs. Labour pains started but were 
poorly sustained, and there was a slight show. A lax and 
narrow bag of membranes protruded through the external os, 
which was only 1 finger dilated. Laparotomy revealed a 
full-term, macerating foetus enclosed in a very tense amniotic 
sac together with foul-smelling gas and purulent liquor. 
After removal of the foetus it was seen that the placenta was 
abnormally large and attached to the under-surface of the 
right lobe of the liver and extended on to the anterior 
abdominal wall. The uterus was about 8 cm. in length and 
there was a perforation through the lower part of its anterior 
surface admitting one finger only, and through this passed a 
»ortion of the membranes. The sac was so firmly adherent 
over the whole of its surface that no attempt was made to 


1. Becker, R. M. New Engl. J. Med. 1956, 254, 952. 
2. Murley, A. H. G. Lancet, 1956, i, 994. 
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remove it, and the grossly infected cavity was mopped clean 
and packed with a towel. The patient collapsed and died 
four hours after operation. 

This case occurred two months after my colleague, 
Dr. J. L. Wilkinson, had extracted a live, full-term baby 
from a woman with an abdominal pregnancy, but in 
that case the placental site was pelvic. In neither case 
was the diagnosis made before operation. 


Nixon Memorial Hospital, 
Segbwema, Sierra Leone. 


J. R. Rose. 


TRIIODOTHYROACGETIC ACID IN 
HYPOTHYROIDISM 

Srr,—Having read with great. interest the papers by 
Dr. Trotter and Dr. Goolden on triiodothyroacetic acid 
(triac) and tetraiodothyroacetic acid (tetrac) as well as 
your leading article (June 9), we wish to relate our own 
experiences with the former substance in two cases of 
hypothyroidism. 

One was a 14-year-old girl with familial sporadic 
cretinism and goitre (case 1), and the other a 49-year-old 
It should 
be stressed that our observations are not strictly com- 
parable with those- of Dr. Trotter for the following 
reasons : 

‘The period of observation was in our cases about four weeks 
only and not several months as in Dr. Trotter’s hypothyroid 
patients ; triac was administered, not continuously, but 
intermittently (8 and 10 mg. respectively in two days by the 
oral route) whenever the effects of the previous dose seemed 
to have worn off; and in contradistinction to the widely 
spaced examinations of Dr. Trotter, both the B.M.R. and 
blood-cholesterol were estimated every day in case 2, as was 
also the B.M.R. in case 1 (in this case the blood-cholesterol 
could be estimated only every second to fifth day, for 
technical reasons). 

Triac was found in both patients to act rapidly (in 
case 1 the B.M.R. rose from —25% to +8% in twelve 
hours after the first dose) and to affect all components 
of the myxcedematous spectrum including the manifesta- 
tions of the ‘‘ myxeedema heart.’’ The goitre of the 
sporadic cretin also became appreciably smaller. 

Unlike Dr. Trotter, we found that the effect of triac 
on blood-cholesterol was by no means greater, and was 
in fact Jess pronounced, than its other actions. It is true 
that in case 1 the blood-cholesterol dropped from 310 mg. 
per 100 ml. to 260 and 240 mg. per 100 ml. after the 
first and second days (i.e., after 5 and 8 mg. triac 
respecttvely) and to 210-200 mg. per 100 ml. after 16 mg. 
triac in fifteen days; but it remained during further 
triac therapy—despite the administration of large 
amounts (see below)—at this level, which for a child of 
this age was comparatively high, whereas the B.m.R. and 
the other hypothyroid phenomena reverted to normal 
after the initial doses. Conversely the blood-cholesterol 
became and remained normal (around 160g. per 100 ml.) 
when triac was replaced by only small doses of triiodo- 
thyronine (20 ug. a day). In case 2 the blood-cholesterol 
fell temporarily to normal levels (from around 280 to 
228 mg. per 100 ml.) after 20 mg. triac in five days ; 
but thereafter, despite further therapy, it rose beyond 
the pre-treatment level (up to 440 mg. per 100 ml.). 

A peculiar phenomenon became evident in both 
patients as regards the responsiveness of the clinical 
manifestations, especially the B.M.R., to intermittent 
readministration of the same doses of triac. Each 
successive dose had a less pronounced effect than the 
previous one ; finally in case 2 the drug not only became 
completely ineffective but had a reverse effect inasmuch 
as the B.M.R. fell below the pre-treatment level (oxygen 
consumption around 141 ¢c.cm. as compared to around 
155 c.cm. per minute). In case 1 ‘ triac refractoriness ”’ 
was broken through, in the same way as with insulin- 
refractory diabetics, by the administration of large doses 
(30 mg. within three days) which led to a steep, but 
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temporary, rise of the B.M.R. to + 42% (after four days 
the B.M.R. was back at the base-line). Thereafter the 
patient was maintained for some time on comparatively 
small doses of triiodothyronine (20 ug. a day) which 
during a previous trial period had proved insufficient. 
Except for the heart shadow, which in response to the 
large doses of triac became somewhat smaller still, the 
cardiovascular and other clinical features did not change 
at all, but remained in the euthyroid range, the electro- 
cardiogram even showing a partial relapse. In case 2, 
who had never displayed any typical features of the 
myxcedema heart except relative bradycardia, no clear- 
cut effect on the cardiovascular system was evident 
except normalisation of the pulse-rate after the first doses. 

We found that triac refractoriness was unrelated to 
intermittent administration of the substance, since in a 
second therapeutic trial continuous administration of 
smaller doses (1-3 mg. daily) produced the same results 
in case 2. In this case we gained the impression that 
the acquired refractoriness was not limited to triac, but 
extended as well to other thyroid compounds. When 
triac was replaced by triiodothyronine, it appeared that 
the daily administration of up to 100 ug. had no effect 
at all on the B.M.R., which was raised to normal levels 
only when 200 ug. daily was given for two days; there- 
after it was possible to maintain the patient in a euthyroid 
condition with 50-60 ug. a day. This behaviour is 
reminiscent of what Dr. Goolden says of his patient 
——namely, that after the withdrawal of tetrac a sur- 
prisingly long time was required for thyroxine to exert 
its effects. 

Progressive refractoriness to thyroid substances is 
apparently very uncommon (Zondek! described refrac- 
toriness to desiccated thyroid in cases of relapsing 
myxedema, and Lerman? described refractoriness to 
thyroglobulin). In this respect triac seems therefore to 
differ from other thyroid compounds. The mechanisms 
and nature of ‘‘triac refractoriness’’ are obscure. 
Inhibition of our patients’ thyroid glands by means of 
triac can be ruled out, since before therapy thyroid 
function was already very low in both. (Radio-iodine 
uptake was 26% after twenty-four hours and 14% after 
forty-eight hours in case 1, and 7% after twenty-four 
hours and 4% after forty-eight hours in case 2. The 
respective figures for the conversion ratio were 30% and 
16%.) Rather should obstruction of triac activity in the 
peripheral tissues be considered. 

In the light of these observations, it seems that in 
Dr. Trotter’s series the relative lack of response of the 
B.M.R., compared with that of the blood-cholesterol, may 
have been due to triaec refractoriness, the initial rise 
of the B.m.R. having escaped detection owing to the 
widely spaced examinations. If by more extensive and 
prolonged trials it could be established that the blood- 
cholesterol, in contradistinction to cardiovascular and 
metabolic phenomena, does not participate in this 
refractoriness—as to which we are somewhat doubtful 
in view of our own findings in hypothyroid patients and 
also of Dr. Trotter’s observations in euthyroid subjects 
(see, e.g., his fig. 6)—triaec might indeed be of value in 
patients in whom a fall of blood-cholesterol is desired 
for therapeutic purposes. 


We are greatly indebted to Dr. R. Pitt-Rivers, F.R.s., of 
the National Institute of Medical Research, for the supply of 


triac; and to Dr. A. Brandt, Dr. A. Kaatz, and Dr. 8. 
Shereshewski, of Biccur Cholim Hospital, and to Dr. A. 
Hochman and Dr. J. Stein of the isotope unit, Hadassah 


Medical School, Jerusalem, for help in the examination of 


the cases, 


HERMAN ZONDEK 
H. E. Leszynsky 


tiecu o ospital, 
Biecur Cholim Hospital G. W. ZonpveEK. 


Jerusalem, Israel. 


1. Zondek, H. Die Krankheiten der Endokrinen Driisen. Berlin, 
1926; p. 1380. Zondek, H. 
London, 1935; p. 199. 

2. Lerman, J. 


Diseases of the Endocrine Glands. 


Endocrinology, 1942, 31, 558. 


EARLY DIAGNOSIS OF BONE AND JOINT 
TUBERCULOSIS 


Srr,—This subject was discussed by Mr. Mills and his 
colleagues in your issue of July 14. The following 
suggestions are based on our experiences over several 
years at the Royal National Orthopedic Hospital. 


Biopsy Material._-If this is solid, whether it be synovium, 
cartilage, gland, or tendon sheath, a portion is implanted in 
a muscle pouch in a guineapig’s thigh, just medial to the 
midline. This is preferable to grinding the tissue, which, if 
it is not actual bone, will be digested in this site within a 
week or two, releasing any bacilli it may contain. For this 
procedure a light whiff of ether is all that is needed for 
anesthesia, and the whole procedure of making the incision, 
pushing the material down between the muscle, and closing 
the wound with a Michel clip should not take more than 
minute. 

If the material be semisolid—e.g., fibrinous pus or caseous 
débris—and cannot be taken up with forceps for pouching, 
or taken up into a syringe for injection, a few drops of strep- 
tokinase-streptodornase stirred into it antl incubated for an 
hour will usually reduce the viscosity sufficiently to allow 
injection. This treatment of thick pus gives quicker growth 
of tubercle bacilli on Léwenstein’s medium. 

Staphylococeal Antibody.—Staphylococeal infection comes 
into the differential diagnosis, particularly of a lesion of the 
spine, and in doubtful cases it is worth measuring the 
staphylococcal antitoxin level of the patient’s serum weekly 
for a few weeks. A rising titre of anti-x-hemolysin in a 
patient without obvious staphylococcal infection elsewhere 
would be strong presumptive evidence of a staphylococcal 
wtiology even when pyrexia and leucocytosis are only slight. 

Pathology Department, 
Institute of Orthopedics, 
Royal National Orthopedic Hospital, 
Brockley Hill, Stanmore, Middlesex. 


PROCAINE AMIDE AND CAROTID-SINUS 
PRESSURE 

Sm,—Procaine amide has been recommended for the 
treatment of supraventricular arrhythmias.12 I gave 
100 mg. of this drug intravenously to a digitalised 
patient with cardiac infarction and auricular flutter, 
and noticed that after the injection pressure on the 
carotid sinus was no longer effective in reducing the 
ventricular rate. Before giving the injection the ventri- 
cular rate could be halved from 136 to 68 per minute, 


C. H. Lack. 


a CAROTID SINUS 
PRESSURE 


t 
Effect of carotid-sinus pressure (ca) before and (b) after the 
administration of procaine amide. 


while afterwards no slowing could be demonstrated 
(see accompanying figure). 

A possible explanation of this phenomenon is provided by 
the work of Paton and Thompson,* who showed that in 
addition to slowing the rate of flutter of the auricles, procaine 
amide has a ganglion-blocking effect, presumably acting here 
on the synapses between the preganglionic and postganglionic 
fibres of the vagus. The increased vagal tone resulting from 
carotid-sinus stimulation is not, therefore, transmitted to the 
A.V. junctional tissue to produce the expected prolongation 
of the refractory period and consequent reduction of the rate 
of response of the ventricles to the auricular flutter waves. 

The paralytic effect on the vagus is similar to that produced 
by quinidine, also supposed to be exerted on the autononaic 
cell station. Because of this, it is unwise to use quinidine 
alone in the treatment of flutter, as dangerously high ventri- 


1. Schaffer, A. I., Blumenfeld, 8., Pitman, E. R., Dix, J. H. Amer. 
Heart J. 1951, 42, 115. 
2. Schach, J. A., Hoffman, J., Vesell, H. J. Brit. Heart J. 1953, 
14, 465. 
3. Paton, W. D. M., Thompson, J. W. 
. Dale, H. H. Heart, 1921, 9, 87. 


Brit. med. J. 1953, i, 991. 
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cular rates may follow the reduction of vagal tone. It would 
appear that a similar hazard may complicate therapy with 
procaine amide, since its paralytic effect on the vagus seems 
to be equally definite, rendering previous digitalisation 
advisable whenever it is used for auricular flutter. 


In the case described here, previous administration of 
digitalis obscured the effect of procaine amide on the 
vagus until pressure on the carotid sinus revealed that 
the pathway was interrupted. 

I should like to thank Dr. A. L. Wyman for permission to 
describe this case. 

Fiondon, G. H. Hare. 


A SHORT WAY WITH TENIA SAGINATA 


Srr,—Dr. Seaton has described the use of dichlorophen 
for the quick cure of patients infested with Tenia 
saginata.1 This method was introduced in South Africa 
about five years ago and is the standard treatment in 
most mine and provincial hospitals in the Witwatersrand 
and Pretoria areas. 

Fgouth Africa.” R. E. Houmes. 


A NEW CLINICAL ENTITY ? 


Srtr,—In Florida we have had two outbreaks of a 
disease entity very closely resembling those described in 
your leader of May 26 under groups two and three. 

The first outbreak occurred in Tallahassee in the fall 
of 1954. <A total of 463 cases were reported over a 
two-month period, with an attack-rate of 760-4 per 
100,000 population. The disease was highly selective 
for married white women. This last spring an outbreak 
with almost identical clinical features occurred in the 
small community of Punta Gorda. 150 cases occurred 
over a period of three months, giving an attack-rate of 
3750 per 100,000 population. This also was selective 
for married white women. 

The clinical findings were severe muscular pain, disturb- 
ances of coérdination, transient paresis and paresthesia, 
and disturbances of mood and mentation, without serious 
illness or death, but with a notable tendency to relapse 
and prolonged convalescence. We concluded that these 
two outbreaks represented the same entity. The cerebro- 
spinal fluid was consistently normal, as were other 
routine blood and urine tests. Extensive virological and 
serological studies were consistently negative. 

We have been calling this syndrome, for want of a 
better name, Iceland disease or infectious encephalomye- 
litis ; but we shall be pleased to use the term ‘‘ benign 
myalgic encephalomyelitis,”’ if its general acceptance will 
aid further description of this puzzling disorder. 


JAMES O. BoND 
Epidemiologist. 


Florida State Board of Health, 
Jacksonville. 


IMMEDIATE SKIN-GRAFT FOR MASTECTOMY 


Srr,—I read last week’s letter by Mr. Gardiner and 
Mr. Roy with great interest. By sheer coincidence I 
had just concluded a radical mastectomy and inserted 
a free full-thickness graft, when on opening The Lancet 
I saw the very method I had just used described in detail. 

I started using this method some three or four months 
ago, having been struck by the good results obtained 
from free full-thickness grafts in cases of advanced 
Dupuytren’s contracture. I have now done three cases. 
The first had 100% take ; the second one needed a small 
Thiersch graft to complete healing; the third one has 
just been operated upon as stated above. 

The technique which has been employed differs only 
in minor details from that reported by Mr. Gardiner 
and Mr. Roy. 

I have left it until the end of the operation before 
cutting the graft and have taken it from the redundant 
posterior flap in the axilla. Mr. Gardiner and Mr. Roy stressed 


1. Seaton, D. R. Lancet, 1956, i, 808. 


that the flap should be obtained from the anterior surface 
of the axillary fold. I think this is immaterial provided the 
original incision is carried well medial to the anterior axillary 
fold, thereby preventing the scar from crossing the axilla 
and leading to contractures. 

I have also found it easier to scrape the piece of skin which 
is to be taken as a graft in situ when it can be stretched more 
conveniently. It is then cut and transferred to the centre 
of the wound and sutured under tension to the edges of the 
defect. 

If the graft is inspected after two or three days it will be 
found to be discoloured and to have turned a dark purple. 
The superficial epithelium will peel off, but the main thickness 
of the graft survives and a new epithelial covering soon 
develops. 


Finally the advantages of this method of closure 
of difficult mastectomy wounds are twofold: (a) it is 
very simple and it seems that complete success can be 
expected in most cases; (b) even if the graft fails it 
enables one to keep the flaps of the wound much more 
closely approximated, and the area to be Thiersch- 
grafted eventually is only a fraction of what it would 
have been. 

Salford Royal Hospital. 


Parliament 


C. Brun. 


QUESTION TIME 
Hospital Priorities 


Mr. J. J. Astor asked the Minister of Health what repre- 
sentations had been received by the South West Regional 
Hospital Board over the last eight years’ from the hospital 
management committee and medical staff about the inadequate 
and dangerous conditions in the operating-theatre at the South 
Devon and East Cornwall Hospital, Greenbank, Plymouth.— 
Mr. R. H. Turton replied: The board received five repre- 
sentations from the committee ; the earliest was in April, 
1950, and the most recent in January, 1955. The committee, 
however, recommended higher priority for two other capital 
schemes in their group. Mr. Astor: In view of the unfortu- 
nate circumstances in this case, will the Minister, in other 
similar cases, consider intervening when medical opinion is in 
conflict with that of the hospital management committee ? 
Can he ensure that the hospital management committee 
publishes the reasons why it did not give priority for the 
rebuilding of this operating-theatre ?—Mr. Turton: It is 
clear that the committee took the view that the maternity 
unit was even worse than the operating-theatre. That is why 
the maternity unit is already being attended to. I have now 
received a proposal for a new operating-theatre. It was 
submitted to me on June 19, and I approved the preparation 
of sketch plans on July 23. The work will go forward in due 
course. 

Detention of Mental Patients 


Mr. A. BLeNKuNsoP asked the Minister how many of the 
neglected persons whose cases have been reviewed were still 
retained in mental institutions and under what authority.— 
Miss P. HornsBy-Smitu replied: Of the cases reviewed, 2172 
are still detained in mental-deficiency institutions on the 
authority of orders made by judicial authorities under the 
provisions of the Mental Deficiency Acts. Mr. BLENKINSOP : 
Do I understand that in these cases fresh legal powers have 
been obtained for continued detention, and that the Minister 
is no longer relying on powers which he considered adequate 
in the past but which court action has proved not to be 
adequate ?—Miss Hornspy-Smitn: No. The order of the 
judicial authority constitutes proper legal authority for the 
detention of the patient, unless and until it is set aside by a 
court of law. It should not be assumed that all the orders 
made by judicial authorities would necessarily be set aside if 
challenged. The review is, however, continuing. 


St. George-in-the-East Hospital, Wapping 


Mr. W. J. Epwarps asked the Minister what decision he 
had now reached on the proposal by the North East Metro- 
politan Regional Hospital Board to close down the St. George- 
in-the-East Hospital, Wapping, E.1.—Mr. Turton replied : 
I am today approving the proposal, subject to the proviso 
that the hospital shall not be closed before Sept. 30, 1956. 


258 THE LANCET] 


Earnings of General Practitioners 


Mr. Cyrit OsBorRNE asked the Minister to state the average 
net earnings of a general medical practitioner in the National 
Health Service; what they were in 1939; and by what 
percentage they had risen.—Mr. TuRTON replied : The present 
average net earnings of a general medical practitioner after 
meeting his practice expenses are £2222 a year. The corre- 
sponding figure for 1939 was £938 and the percentage increase 
is therefore 136:9%. Mr. Ossporne: Would the Minister 
not agree that as money has fallen to a third of its purchasing- 
power since 1939, doctors are therefore no better off in real 
purchasing-power than at that time ? Secondly, would he 
not agree that those working in rural areas, who are on tap 
seven days a week, fully earn what they get ?—Mr. Turron : 
I certainly agree that doctors working in both rural and urban 
areas deserve well of the community. 

Lieut.-Colonel Marcus Lipton: Will the Minister admit 
that, but for the difficult economic circumstances of the 
country, he would consider that the doctors have a good case 
for an increase ?—Mr. Turton: My reply to the claim was 
on the basis that in present circumstances it would not be 
right to give consideration to a claim for a general increase 
in remuneration. 

Dr. EprrH SUMMERSKILL : How does the Minister reconcile 
that answer with the recommendations of the Spens Com- 
mittee ?—Mr. Turton: The Spens Committee did not lay 
down any contractual obligation in this matter. It based its 
recommendation on what should be the level at which doctors 
entered the National Health Service. 


Malta Commission of Inquiry 


Mr. L. W. B. Teetine asked’ the Secretary of State for 
the Colonies what recommendations he had made concerning 
the appointment of a commission to examine the grievances 
of the Maltese doctors against the Maltese government ; and 
what was the present position.—Mr. A. T. LENNox-Boyb 
replied : In accordance with the agreement reached between 
the Maltese government and the Medical Officers Union in 
Malta, the membership of the proposed commission has to be 
approved by both parties. I was asked to recommend an 
independent chairman, which I have done. I have no doubt 
that, as soon as they have reached agreement, the two parties 
concerned will announce the composition of the commission. 


Strontium and Sheep 


Mr. T. E. Watkins asked the Lord Privy Seal what effects 
strontium had had upon Welsh mountain sheep.—Major 
Gwitym Lioyp-Groraer, Secretary of State for the Home 
Department and Minister for Welsh Affairs, replied: In 
studying the distribution of radioactivity arising from fall-out, 
measurements have been made of the strontium 90 associated 
with the calcium in various biological materials. Among the 
representative samples of sheep bones examined, a few irom 
very localised mountain areas in Wales have shown higher 
values than those from other areas. Even so, the levels are 
too low to have any detectable effects on sheep. 


Obituary 


MUNRO KENNEDY JOHNSTON 
M.B. Glasg., D.P.M. 


Dr. Johnston, who died on July 19, at the age of 52, 
after a long illness, was the third of the four sons of the 
Rev. Wm. Johnston of Troon, Ayrshire, and one of his 
brothers is Dr. Lennox Johnston of Wallasey. 

Munro Johnston studied medicine at the University of 
Glasgow, and after graduating M.B. in 1930 he began his 
psychiatric career at Woodilee Mental Hospital, Glasgow, 
taking the D.p.M. in 1936. He was appointed medical 
officer to Surrey County Mental Hospital, Brookwood, 
where he became deputy medical superintendent, a post 
he held until he joined the R.A.M.C. in 1939. He served 
until 1945, gaining the rank of major, and for some time 
he was in charge of Rudolf Hess. After the war he was 
appointed consulting psychiatrist to Staffordshire County 
Council, but in 1947 he contracted pulmonary tubercu- 
losis. A colleague writes: ** Johnston's friendliness and 
modesty, and his keen sense of humour and pathos, 
made him a charming companion and a natural psycho- 
therapist.” 

He leaves a widow and three daughters. 
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Notes and News 


USE OF TRANQUILLISERS IN THE U.S.A. 


A WARNING against the over-liberal use of tranquillisers 
has been issued by the American Psychiatric Association. 
A statement by the association’s committees on research, 
therapy, and public information describes the possible value 
of tranquillisers in the treatment of inpatients and outpatients, 
and goes on: “‘ Psychiatrists are at the same time concerned 
about the apparently widespread use of the drugs by the 
public for the relief of common anxiety, emotional upsets, 
nervousness, and the routine tensions of everyday living. It 
is reported that 35,000,000 prescriptions for the drugs will 
be written in 1956 and a market research firm states that 3 of 
10 compounds prescribed most frequently by physicians in 
1955 were tranquilizers. Numerous articles in the public 
prints may be pointed to as evidence that the drugs are widely 
viewed as medicines for the relief of everyday tensions. 

“Casual use of the drugs in this manner is medically 
unsound and constitutes a public danger. The tranquillizing 
drugs have not been in use long enough te determine the full 
range, duration, and medical significance of their side effects. 
Use of these drugs is no more to be encouraged than use of 
any other drug except where proper medical diagnosis deter- 
mines that a drug is indicated to maintain the life and func- 
tioning of a person. The prescribing of the drugs for emotional 
illnesses carries with it an obligation for continuing appraisal 
and supervision by physicians fully aware of the psychiatric 
symptoms involved and the potentials of their course of 
development, alteration or remission. 

“... it is important to be aware of subtle pressures that 
combine to foster public misunderstanding and misuse of the 
drugs. There is the eagerness of the public, and of physicians 
themselves, for ‘good news’ about a new treatment for 
psychiatric disorders. This tends to foster popular stories 
based on optimistic reports of early and limited research 
findings with the drugs, before such findings can be reproduced 
and validated by other colleagues. There is normal com- 
petition among pharmaceutical houses to refine, promote, 
and sell their own particular products. This competition 
should not involve physicians in public relations enterprises 
directed towards the premature announcement of * successful 
use’ of particular products. 

‘** Persons engaged in any form of research or evaluation of 
therapy should be most dispassionate and objective in their 
pronouncements. It is suggested that Members of the 
Association be particularly alert to personal pressures (both 
internal and external) and circumspect in their announcements 
of early experimental results with the drugs.”’ 


OSTEO-ARTHRITIS 

A 20-PAGE booklet! on osteo-arthritis is being issued to 
doctors by the Empire Rheumatism Council, so that they can 
give it to suitable patients. It is concerned to allay fears of 
crippling, to correct common errors about etiology, pathology, 
and treatment, and to encourage a rational and hopeful out- 
look towards the disease. Details of treatment are left 
scrupulously in the doctor’s hands. There is a good diagram 
of a normal joint but none of an osteo-arthritic one. Pen draw- 
ings, “comic strip” in style, occupy quite a lot of space. 
“1 thought you'd find this wine a bit dry, so I've put some 
sugar in’’ seems the explanation for the pictures ; but there 
must be some readers who would rather have a little more 
dry wine. 

FILMS ON LUNG CANCER 

Two American cancer-education films on bronchial car- 
cinoma are now available in Great Britain. The Warning 
Shadow (16 mm., sound; colour, 16 min., U.S.A., 1954) tells 
the true story of Dr. James L. Gilmore, an obstetrician who 
in 1933 was diagnosed as having cancer of the lung and agreed 
to undergo lobectomy. During the operation Dr. Evarts A. 
Graham found that the extent of the growth was greater 
than had been expected, and he decided to do his first 
pneumonectomy. Dr. Gilmore and Dr. Graham are then 
introduced twenty years later, and they stress that every man 
over the age of 45 should have his chest X-rayed at least 
every six months. The growth and spread of lung cancer is 
shown on a diagram, and the film ends with shots of several 


1. Osteoarthritis: a Handbook for Patients. Published by the 
Empire Rheumatism Council, Tavistock House North, Tavistock 
1 


Square, W.C.1. 
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active men of is well at ten years after 
operation. 

This competent film, though melodramatic in places, puts 
across a powerful message. 

* Copies may be hired from the British ae al Association Film 
Library, B.M.A., Tavistock Square, W.C. 

One in 20,000 (16 mm., sound, elie 25 min., U.S.A., 
1955) describes a fictitious story of an editor who attends a 
mobile X-ray unit. Lung cancer is diagnosed, and he admits 
to a specialist recent weight-loss and a cough which he 
attributes to smoking “‘ about two packs of cigarettes a day.” 
The specialist chastises him for not having his chest X-rayed 
at least six-monthly and tells him that ‘ people who smoke 
heavily are very likely to get cancer of the lung.’ Figures 
are quoted as evidence and it is stated that in the U.S.A. 
20,000 people die every year from cancer of the lung. The 
operation is shown superficially while the commentator 
describes features of it briefly for a lay audience: ‘* A heart 
beating in the open is not a common sight. This is Bill's 
heart—and Mary’s hope!’’ The film ends with the patient 
giving thanks that he is no longer one of the 20,000. 

This film delivers its message satisfactorily, though many 
of its assertions will be challenged in this country. Because 
of the operation scene it is unsuitable for British lay audiences. 

The film may be borrowed from the British Temperance Society, 
Stanborough Park, Watford, Herts. 


MEDICAL REVIEWS LISTED 


Tue U.S. Armed Forces Medical Library, which is already 
doing a valuable service to workers in all nations by producing 
the Current List of Medical Literature, has started a new 
venture which is a by-product of work on the Current List. 
This is a Bibliography of Medical Reviews, the first issue of 
which covers the year 1955.'_ Every article listed has appeared 
in a 1955 issue of a periodical or ** project report,’’ and the list 
is arranged under comprehensive subject-headings with 
liberal cross-references. In his preface Seymour I. Taine, the 
editor, writes: ‘* This initial effort serves generally as a trial 
balloon, and comments on all aspects of the venture are 
earnestly solicited.’ Some workers may wish to see this 
balloon further inflated: it is inconceivable that any will 
aim to shoot it down. 


University of St. Andrews 

The university court has accepted £1000 to endow a fund 
in memory of the late W. L. Burgess, professor of public health 
and social medicine in the university from 1951 to 1954. 

The income of the fund will be used to assist medical students 
to take a diploma in public health, to travel with a view to study 
either in this country or abroad, or to undertake some project or 
activity relevant to their medical education. 


Royal College of Surgeons of England 

At a meeting of the council on July 26, with Sir Harry 
Platt, the president, in the chair, the Handcock prize was 
awarded to R. D. C. Southcott (Guy's). Diplomas of member- 
ship were granted to the following : 


E. O. O. Arbenser, G. M. D. Archer, G. W. Arthur, J. K. Arthur, 
R. M. Baddeley, B. H. Bee, N C. Bhandari, R. M. L. Bowles, 
P. H. Boyle, R. P. Britt, J. R. Burgess, Barbara L. Burroughs, 
G. W. Chance, M. D. B. Ciarke, Gordon Cohen, Elizabeth A. Coles, 
F. L. W. Collings, D. C. Colwell, M. R. Colwill, = J. EK. Cooke, 
Cc. C. Cory, Geoftrey Cowburn, Margaret J. Darch, J. K. Dauncey, 
D. B. A. L. Davies, W. H Davies, B. P. Day, Wilstan Deighton, 
R. A. Delevante, G. C. De nton, Tara Singh Dogra, 7° N. Drinkali, 
C. J. Drouet, ©. 8S. Duncan, Elizabeth M. Everard, . W. M. Faris, 
Barbara 8S. Finch, D. B. Fowler, C. A. Fox, Michael Galton, John 
Gelson, J. H. Gervis, Ann B. Gray, B. H. Grundy, A. L. Gunn, 
Ursula H. Hamilton, Denys Blethyn Hill, T. W. Hoskins, H. J. 
Hoyland, B. 1). Hughes, D. I. Hughes-Davies, Elizabeth M. Jewell, 


P. G. John, G. C. A. Kemavor, R. C. M. Kew, ©. F. Knowles, 
Monica M. Langhan, Rosemary F. Le elie Leila Liebster, N. R.. Locke, 
E. C. Long, Keith Lage Ww B. Loosmore, BE. W. Lord, 
J. B. Lynch, awa J. Me ty z. J. Mann, N. M. © May ne, 


B.S. Merry, K. F. Mun vey, D. J. R. F. Nash, F. O. Negbe nebor. 
M. G. B. Noel, D. “a. Page, P. A. Parish, P. B. Parnaby, David 
Parrott, P. T. Penny, W. F. Perera, Bruce Philpott, J. L. Provan, 
Shirley G. Ratcliffe, M. D. Rawson, F. F. Richards, F. N. Rigby, 
Iorwerth Roberts, E. D. Rosen, C. A. Rushton, R. J. Rushton, 
J. R. Sandford, D. A. W. Sansome, K. L. Saunders, P. R. Seed, 
G. F. Shah, Ahmed Abu-el-Futuh Shandall, E. M. Skinner, M. G. 
Smedley, Brian Smith, Jacqueline A. K. “mith, R. W. M. Smith, 
R. D. C. Southcott, 8. J, Steele, M. A. Stewart, J. D Sitirland, 
G J. Taylor, P. F. Teebay, I. A. D. Todd, R. S. Walton, M. J. 
Watson, P. G. Watson, L. G. Whitby, Diana M. Wigley, G. E. G. 
Williams, P. N. Williams, Derek Wilson, R. H. Wilson, C.  f oO. 
Windsor, Peter Wolstencroft, H. O. Wooller, Gordon Yates, J. M. 
Young, M. i. Young. 
1. Bibliography of Medical Revi views, “1955. 
Library, Washington, 25, D.C. 1956. 
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‘The following were granted jointly with the 
Royal College of Physicians : 


D.A.—Mary P. Armstrong, Sydney Baigel, T. W. Baillie, D. R* 
Ball, D. C. F. Banks, Colette A. Barouch, M. 8. H. Barrow, R. C* 
i, Ek. D. L. Bennett, Geoffrey Berry, John Biggins’ 

Bomonji, Kileen 8S. Browne, A. F. Buck, J. C. Burt, G. W* 
oe, D. C. T. Bush, Anne Cairns, M. S. Chayen, T. H’* 
Chillingworth; Pauline M. Collins, H. R. P. Coutanceau, Davina M* 
Cowan, Nirendra Chandra Das, R. D. M. Davie, R. C. Davison’ 
Josephine Dec, P. H. Dennison, D. W. A. Drew, Lillie 8. Dummer’ 
W. 5. Dykes, J. W. C. Fox, Alagu Ganesan, Patricia E. Gardner’ 
Patricia Gorman, W. H. Graham, R. J. J. Gray, Timothy Grogan’ 
Mark Grossberg, T. K. Hardy, Stanley Harrison, R. D’A. Harvey” 
Kelly, P. J. Healy, W. J. Hegarty, A. ‘Ww. G. Housby, J. D. Hunter’ 
Frances ©. E. Hatchison, C. G. Ingram, Beryl E. Jack, D. C 
Jackson, J. B. Jacovelli, 8. W. Kemp, M. H. Lawrence, J. W. Leach’ 
A. F. M. Little, C. G. Lloyd, H. F. F. Lorang, J. D. Lumsden, M. J° 
Lyons, Betty MeCarthy, D. T. MeClements, Jean M. Macdonald, 
Margaret E. McMullin, W. D. MeNaul, D. M. McWilliams, Hannah M. 
R. Marks, Shelagh Mathias, F. X. Micallef, J. B. Montgomery, T. R. 
Morley, Cecil Moss, Sheila M. Mullally, Jean C. Munro, T. J. Nagle, 
A. P. M. Nicol, Caroline N. Nompozolo, M. H. Norman, Patricia 
Painter, Isabella R. Paterson, L. A. Phillips, Thomas Pimblett, 
Barbara A. Renwick, James Rintoul, Lydia J. Rose, Rosamund O. K. 
Shanks, Paul Steward, A. P. Thomas, Sheila M. Topping, M. 
Tunstall, Margaret M. Voysey, Ethna A. Walshe, C Ward, D. J. 
Waters, Dorothy A. Wescott, Mary F. West, W: i. Wilkinson, 
Cynthia M. Worrall, Syed Yousuf. 

D1IdH—dJ. R. Bowker, Arnoldus Jakobus de Villiers, J. E. 
Hpsom, T. A. Evershed, M. N. Guha Majumder, C. E. 8. Myers, 
Duraiswamy Aiyar Narasimhan, Jai Krishan Sehgal, Autar Singh 


Sethi, Kidar Nath Sharma, David Tingle, Matthias Zeville. 


D.O.— Hussain Akhtar, John Anderson, E. J. Arnott, Rangin 
Banerji, Kademada Karumbiah Biddappa, J. 8S. Brown, D. H. 
Coop, Margaret E. Coop, A. J. Dark, Doris M. Davies, G. B. Davies, 
Jean A. Fairhurst, C. R. Fenton, A. D. Fox, A. H. Haley, Mary J. L. 
Hall, Syed Abrar Husain, Syed Ishrat Husain, Abdel Gadir Hassan 
Ishak, ©. R. Kanagasundaram, Vasant Venkatrad 
Tafazzal Hossain Khan, Suresh Kumar, — Lawrence, E. C. B. 
Mackey, E. A. McWilliams, Olaf Odd, H. 0’ Donoghue, M. KE. 
Quatermass, Yash Pal Singh, I. B. Spoighe, Stanley Stead, 
Hilary K. R. Steen, E. J. Trenerry, Poh Lam Wong. 

D.L.O.—1\. E. Backwell, Margaret V. Bickerton, ay wy Briffa, 
Sutgabeate Das Gupta, L. 8. Goldman, G. B. Hill, A. James, 
D. Lourensz, Abul Maswood Khan Mojlis, Ratilal Rambhai 
Patel, * 8. Ritchie, Thakur Sailendra Nath Sinha, J. A. Van Der 
Merwe, R. W. Ware, J. 8. H. Whitehead. 

D.Phys.Med.—Sudhir Kumar Banerjee, Sisir Kumar Dutta, 
T. G. Hovenden, N. R. Lewis. 

D.P.H.—Colina C. Adeniyi-Jones, C. C. A. Adeniyi-Jones, Omodele 
Babafunso Alakija, Margaret M. Bates, B. H. Burne, Margaret 
Capra, Eugenie F. Coetzer, Marjorie T. Dare, Rachel Jacobs, 
Katie Keane, Anne D. Lepine, hr M. MacCarthy, R. D. MacLean, 
Mary T. McQuaid, Geraldine T. O’Carroll, Aftab Ahmed Qureshi, 
P. T. Regester, G. A. cae. Samir Kumar Sarkar, Marjorie 
Small, Gwendolyn R. Tapp, T. B. Whitehead. 

D.P.M.—-W. M. Anderson, Taha Baasher, L. B. Bartlet, Enid 
Caldwell, Alan Capstick, Ajita Chakraborty, J. A. Clark, Daniel 
Craigen, J. L. Crammer, M. 8S. De Mowbray, Gunawarnaduge 
Punnyawansa Sanghadasa, Fernando, R. T. D. Franklin, N. G. 
Fraser, J. A. Gorst, Sarah K. R. Gray, A. C. Hamer, O. E. F. 
Hodgson, J. A. Hutchinson, I. M. Ingram, Saad Iskandar, E. H. 
Jacobs, G. G. Macdonald, N. J. C. MeGill, D. H. Malan, Edmund 
Mellor, T. J. K. Merritt, Hamish Nichol, Christopher Ounsted, R. A. 
Pargiter, J. M. Pencheon, N. J. Prichard, P. E. Rixon, P. P. EK. 
Savage, J. P. Serivener, Bhagwandas Purushottamdas Shah, 
Arumugam —— P. M. Tow, H. J. Waiton, R. D. Watson, 
N. V. Wilkinson, J. L. Wilson, Lorna G. Wing. 

D.M.R.D.—Ananda W ijetilaka Atukorala, Phiroze Edu)ji 
Billimoria, W. I. H. Bourne, Eva E. Epstein, W. A. Evans, B. B. 
Fazackertey, - K., Kouppas, Bert Kramer, J. I. Levy, N. J. 
McKellar, D. Potts, Mohammad Afzal Rahman, M. C. Stevens, 
D. A. Symers, "Wanean yam Visweswariah, Mahindadasa Weerasena. 

D.M.R.T.—G. A. B. Cowan, Ivor Fix, G. E. Flatman, J. A. G. 
Holt, Norman Howard, R. J. R. Johnson, Brijnandan Lall, Marjorie 
Ek. Nobbs, J. 8S. Scott, A. K. Turnbul), Eileen M. Williamson. 

'H.—K. D. Coorey, C. Lucey, T. Valaes. 

D.T.M.@H—D. M. Du Toit. 

D.Path.—J. Gerald Azzopardi, E. F. Bowers, Rai Ranendranath 
Chaudhuri, H. L. D. Duguid, R. J. Elvy, A. F. Ollerenshaw, 
Carolyn C. Rigby, A. M. Womack. 


Royal College of Physicians of Edinburgh 

At a meeting of the college on July 24 with Sir Stanley 
Davidson, the president, in the chair, the following were 
elected to the membership : 

J. A. W. MeCluskie, E. G. Oastler, J. B. Rennie, I. Gordon, 
Sabry, G. K. Laxton, C. Freed, H. Singh, W. Davies, 
B. J. Kelly, K. K. Sinha, A. P. ag H. T. W. Jayasekara, D. 
O’Brien, J. C. Little, B. O. Mulvihill, L. G. Young, B. Dhar, 7 
samy, F. Bakir, E. N: Coleman, B. W. Subhiyah, J. om. Mr F. 
Vie kers, J. Crooks, R. G. Brackenridge, 8. E. Levin, J. F. I aah, 
I. R. Ferguson, 8. M. Rab, H. M. 8. Hamidi, G. P. Cre an. 

A presentation was made to Mr. W. J. Pilcher on his retire- 
ment from the position of college officer after thirty-four 
years of service. 


Ciba Awards 
The Ciba Foundation has made the following awards for 
1956 for research into the problems of ageing : 


Madeline Keech and R. Reed (University of Leeds) £400; Brian 
Bronte-Stewart (University of Cape Town) £300; R. L. Gregory 
(University of Cambridge) £300; James Conway (Charing Cross 
Hospital, London) £200. 


260 THE LANCET] 


Royal College of eesttene of London 

At the comitia of the college held on July 26, with Sir Russell 
Brain, the president, in the chair, the following fellows were 
elected officers for the ensuing year : 


Censors: T. ©. Hunt, Sir Horace Evans, A. M. Cooke, Alan 
Kekwick. Treasurer: W. G. Barnard. Registrar: Sir Harold 
Boldero. Harveian librarian: Sir Charles Dodds. Assistant 
Registrar: Alastair Hunter. Library committee: F. H. K. Green, 


A. W. Franklin, W. R. M. Drew, D. 
W. E. Chiesman, L. C. Martin, J. 


The following were elected to the panel of examiners for 
the membership examination : 


George E. 8. Ward, Terence East, Donald Hunter, J. Forest Smith, 
L. B. Cole, J. L. Livingstone, A. C. Hampson, Maurice Shaw, 
E. R. Cullinan, Lord Cohen of Birkenhead, Robert Plait, E. R. 
Boland, H. K. Goadby, J. C. Hawksley, F. P. Lee Lander, W. D. W. 
Brooks, 8. J. Hartfall, J. R. H. Towers, J. G. Scadding, Horace 
iat C. H. Stuart-Harris, F. Avery Jones, J. F. Stokes, William 

nillips. 


The following lecturers were appointed : 


Donald Hunter (Harveian orator), Aubrey Lewis (Bradshaw 
lecturer), L. C. Hill (Lumleian), R. Daley (Goulstonian), J. 
R. Squire (Oliver-Sharpey), F. P. Lee Lander (Mitchell), R. 
Bodley Scott (Langdon-Brown), W. D. W. Brooks (Mare Daniels), 
all for 1957; P. H. Wood (Croonian), W. S. C. Copeman (Fitz- 
Patrick), M. Sydney Thomson (Watson Smith) for 1958. 


The Gilbert Blane medal for 1956 was awarded to Surgeon 
Commander J. M. Holford for his work on radiological, 
biological, and chemical defence, and on _ physiological 
research. The Conway Evans prize was awarded to Lord 
Adrian, o.M., and the Bisset Hawkins medal to Dr. G. 8. 
Wilson for his contributions to the promotion of preventive 
medicine by his development and direction of the Public 
Health Laboratory Service. The Murchison scholarship for 
1956 was awarded to Dr. A. M. Parfitt. 

The following, having satisfied the censors’ board, were 
admitted to the membership : 

G. M. Aber, M.B. Leeds, B. G. 
Bird, M.8. Durh., G. H. Blair, M.B. Edin., 
H. D. Breidahl, M.p. Melb., D. H. 
M.B. Camb., R. T. Duncan Emond, m.B. St. And., KE. J. Epstein, 
M.B. Manc., J. ©. Farrell, M.s. Sydney, I. B. Hales, M.B. Sydney, 
Cc. J. Hayter, M.p. Lond., G. E. Hession, M.B. Sydney, E. W. Jones, 
M.B. Camb., R. V. Jones, M.B. Camb., captain R.A.M.C., G. F. 
Joplin, M.B. N.zZ., D. M. Krikler, M.B. Cape Town, G. C. R. Morris, 
B.M. Oxfd, A. D. Munro-Faure, B.m. Oxfd, J. F. Niall, M.p. Melb., 
I. C. 8. Normand, B.m. Oxfd, captain R.a.M.c., N. J. O’Doherty 
M.B.N.U.1., Giuseppe Pampiglione, M.p. Rome, L.R.c.P., A 
Popert, M.B. Lond., Montague Rayne, M.B.Camb., H. E. 
M.B. Witw’srand., D. B. Shaw, ™.B. Lond., Muriel BE. Sidaway, 
M.B.Camb., F. G. Silberberg, M.B. Melb., Kenneth Sinclair, 
M.B. Edin., Isabel G. Smith, M.B. Lond., R. W. Smithells, M.B. Lond., 
Reuben Sougin- Mibashan, w D. Cape Town, J. L. Stubbe, M.p. Melb., 
Bidi M. Wild, M.B. Camb., W. Edgar Wilson, mM.B. Melb., K. G. 
Wormsley, M.B. Lond., Beal Zwi, M.B. Witw’ srand. 


Postgraduate diplomas and licences to practise were 
conferred on the candidates namea in this week’s report of a 
meeting of the council of the Royal College of Surgeons. 


V. Hubble. Finance committee : 
8S. Richardson. 


Barnard, M.B. Calcutta, A. R. 
John Blake, M.D. N.U.L., 
Davies, B.M. Oxfd, R. E. Eban, 


Royal College of Obstetricians and Gynecologists 


On July 28 a meeting of the council was held with Mr. 
Charles D. Read, the president, in the chair. The following 
officers were re-elected : 


President, Charles Read ; vice-presidents, A. M. Claye, Victor Lack ; 
hon, treasurer, A. C. H. Bell; hon. secretary, Ilan Jackson; hon. 
librarian, A. J. McNair; hon. curator of the museum, R. A. Brews ; 
hon. treasurer, Australian regional council, J. N. Chesterman ; 
hon. treasurer, Canadian regional council, G. A. Simpson; hon. 
treasurer, New Zealand regional council, J. E. Giesen. 


The following officer was elected : 
Hon, treasurer, South African regional council, J. T. Louw. 


The following were admitted to the membership : 
Malloch, C. F. Macdonald. 
The following were elected to the membership : 


L. A. Allen, Arthur Bates, R. G. Blair, Tara B. Borker, G. hee 
Bourne, Nancy I. Cardno, Emanuel Cassar, by illiam Chanen, P. 
Deck, J. N. De Villiers, J. A. G. Dunlop, J. a we aK? B. 
Hibbard, R. A. St. C. Hoyte, Elsie 8. SLs, J. Joubert, 
A. M. Kelso, A. W. Laughland, D. W. Leslie, Sooilia M. Liggins, 
G. ©. Liggins, E. M. Little, J. D. O. Loudon, P. C. McAuliffe, Clara J. 
McFarlane, Marion ©. Miller, Sachindranath Nan, W. J. O’Sullivan, 
S. W. Page, J. K. e. Perera, N. A. Regan, Kathleen J. Rennie, 
Pili Rhodes, D. T. Roberts, I. D. Ronayne, A. O. Sankey, 

. H. A. Sauer, Teaay So hneider, J. S. Skipper, T. 8. Train, N. W 
Weir, A. J. Woolf, Janet W. Worling. 


Margaret B. 


Department of Health for Scotland 
Mr. N. W. Graham has been appointed an under-secretary 
in the department. Mr. Graham will be in charge of the 


administration of health services in place of Mr. T. D. Haddow, 
who now becomes responsible for town and country planning. 


MARBIAGES, AND DEATHS 


[aueust 4, 1956 


British Medical Association Prizes 

The following prizes have been awarded recently by the 
association : 

The Stewart prize to Dr. R. E. Hope Simpson for his epidemio- 
logical research in general practice ; the Nathaniel Bishop Harman 

rize to Lieutenant T. L. Dormandy, F.R.C.8.E., for his work on 

‘eutz’s oe: the Sir Charles Hastings clinical prize to 
Dr. W Brown for his work on Bornholm oe ae ; and the Charles 
Oliver’ athens clinical prize to Dr. T. C. Warriner for his 
work on the value of the tuberculin test an aid to the early 
diagnosis of tuberculosis in general practice. 

Particulars of the prizes to be awarded in 1957 may now 
be had from the secretary of the association, B.M.A. House, 
Tavistock Square, London, W.C.1. 


Medical Insurance Agency 

At the annual meeting of the Medical Insurance Agency 
on July 26, Prof. R. B. Green and Dr. Dougal Callander 
were elected to the committee of management, and the follow- 
ing were re-elected: Dr. Janet Bottomley, Sir John McNee, 
Mr. R. L. Newell, Dr. Henry Robinson, Sir Arnold Stott, and 
Dr, E. R. C. Walker. The report of the committee reflected 
an ever-growing total of rebates on premiums. The audited 
statement of accounts for 1955 was adopted, and allocations 
to the medical and dental charities were approved which, 
by the use of the covenant system, will enure to their benefit 
in an amount of about £22,000. The constantly expanding 
business handled by the Agency on behalf of its clients has 
entailed the acquisition of additional premises, which have 
been secured in Flaxman Terrace, closely adjacent to the 
back of B.M.A. House. In 1938 the new life business negotiated 
for clients was reported to have reached, for the first time, 
half a million pounds: in 1955 the corresponding figure was 
£5,921,000. The total premium income collected by the 
agency is now almost £2 million a year. Dr. James Fenton 
was re-elected chairman, and Dr. Henry Robinson was 
re-elected hon. secretary. 


CoRRIGENDUM : Dental Caries in Africa.—In an annotation 
last week (p. 181) we inadvertently stated that Kampala 
was in Kenya. 


Appointments 


ELITHORN, ALICK, M.B. Camb., M.R.C.P., D.P ysician, 
department ot psyc hological medicine, Maida “Fale yo 


London. 
Hurter, Lois E., M.p. Lond., M.R.c.0.G.: consultant obstetrician 
= Elizabeth Garrett Anderson Hospital, 
ondon 
Manon, D. F., M.B., B.SC., D.P.H.: asst. M.O.H. (maternity and 
c hild welfare). Birmingham. 
NIcoL, N. M.B. Aberd., D.M.R.T. whole-time asst. radio- 


therapist, “She field National Centre Radiotherapy. 
Watt, A. J., M.B. Cape Town, M.S. Minn., F.R.C.S.(C.): 
registrar, Bath group of hospitals. 


surgical 


Birmingham Regional Hospital Board : 
ANDERSON, F. G., M.D. Lpool, D.M.R.D.: part-time consultant 
radiologist, Stoke- -on-Trent group. 
Dempsey, A. N., Belf.: whole-time asst. chest physician 


(8.H.M.O.), (sanatoria) group. 

Jerrries, J. B., B.M. Oxfd, D.P.M.: whole-time asst. psychiatrist 

(8.H.M.0.), South Worcestershire group. 
East Anglian Regional — Board : 

CROWLEY, I. P., M.B. N.U.1.: surgical registrar, North Cambridge- 
shire Hospital. 

HARBISON, P. A., M.B. Adelaide: surgical registrar, Ipswich and 
East Suffolk Hospital. 

HorsFa.u, P. A. L., M.B. Witw’srand, M.R.c.P.: medical registrar, 
North Cambridgeshire and Clarkson hospi tals. 

Poo.e, B. J., M.B. Lond.: registrar in geriatrics, Norfolk and 
Norwich group of hospitals. 

ROBERTSON, A. W., O.B.E., M.B. Sydney, F.F.A.R.C.8.: consultant 
anesthetist, South West general hospitals group. 

Manchester Board : 

Apps, H. St. M.B. Camb., M.R.c.P.: consultant physician 
in ge saenete 8, Ww igan and Le igh group ‘of hospitals. 

HEFFERNAN, ©. K., M.R.C.P.1., D.PATH.: consultant pathologist, 
Blackburn and district one of hospitals. 

O’CoNNOR, P. M., M.D. N.U.1., M.R.C.P.1.: whole-time asst. chest 
physician, (8.H.M.O.), chest clinic and Baguley 
and Monsall hospitals 

STewart, J. G., M.B. Aberd., D.M.R.T.: whole-time asst. radio- 
therapist (S.H.m.0.), Christie Hospital and Holt Radium 
Institute, Manchester. 


Births, Marriages, and Deaths 


BIRTHS 


Mvunwro.—On July 29, at Sevenoaks, Kent, to Olive and Ian Munro— 
a daughter. 
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In anxiety 
States... 


« three-fold 
effective 
therapy 


Anxine Tablets provide the complete sympto- 
matic treatment of anxiety states by improving 
mood and increasing confidence, by inducing 
gentle sedation and allaying anxiety, and by 
securing the optimal degree of muscular relax- 
ation. 


Although each" of the three components of 
Anxine Tablets, dexamphetamine sulphate, 
cyclobarbitone and mephenesin, makes an 
important contribution to the amelioration of the symptoms of anxiety states, none is 
adequate alone. It is only when they are combined, in the form of Anxine Tablets, 
that maximum control of symptoms is achieved. 


Anxine Tablets are indicated in the treatment of anxiety states, psychoneuroses and 
psychosomatic disorders. Anxine will produce rapid improvement in cases where 
mental or emotional tension is an important factor, in depression and neurasthenia, 
and in those patients suffering from the many ill-defined anxieties and fears which can 
so profoundly and adversely affect general health. 


ANXINE 


Each tablet contains :— 


DEXAMPHETAMINE SULPHATE 2:5 mg. 
CYCLOBARBITONE 35 mg. 
MEPHENESIN 120 mg. 
C56/160/161H 
ALLEN & HANBURYS LTD-+ LONDON E-2 


TELEPHONE: BISHOPSGATE 320/ (20L/NES). TELEGRAMS: “GREENBURYS, BETH, LONDON” 
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- 


He could not be enjoying himself more. But to- And they, in their turn, put their faith in BRITISH 
morrow he is going into hospital. There’s nothing OXYGEN equipment and gases. In thousands 
seriously wrong with him, but the time has come of cases, every day, BRITISH OXYGEN equip- 
when he must put his trust in doctors and nurses. ment and gasesareused to ease pain and to save lives. 


©) BRITISH OXYGEN 


BRITISH OXYGEN GASES LTD., MEDICAL DIVISION, GREAT WEST ROAD, BRENTFORD, MIDDLESEX 


Makers and suppliers of anaesthetic, analgesic and therapeutic equipment and gases 
24 
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EEE EEE EEE EEE EEE EEE EEE EEE 


A MILK MODIFICATION SPECIFICALLY DESIGNED TO MEET THE 


NUTRITIONAL NEEDS OF THE NORMAL INFANT 


Humanised Trufood is not just a dried milk: it is a modification of cows’ milk specifically designed 
to meet the needs of the normal infant from birth. 

The fat content compares favourably with that of “* Full Cream” dried milk powders. Moreover, 
as Trufood is dried by the spray process the fat is kept in a fine, well-diffused emulsion, thus ensuring 
easier assimilation. 

Full information about Humanised Trufood and the seven other Trufood milks for infants will be 
supplied on request to Trufood Limited, Green Bank, London, E.1. 

You will find that when you have to feed an infant artificially there is a better. Trufood milk available 
whatever your requirement may be. 


Fuil information available trom The Trufood Creameries 
Trufood Limited 
113 Newington Causeway, TRU FOOD and Laboratories are at 
London, S.E-} Wrenbury in Cheshire 


Telephone No. HOP 5964 


TFD 84-944-100 


EEE EE EEE EEE EEE EEE EEE EEE EEE EES 


WHEN PRESCRIBING CHLORODYNE 
medical men should be 
particular to specify 


MIOTROL=P 


wane 


Tablets containing :— 
Methy! Testosterone 2.5 mg. Ethinyl Ocestradio! 0.005 mg. 
Phenobarbitone 16.0 mg. (i gr.) 


A synergistic combination of androgen 
and oestrogen with phenobarbitone. 
Specifically designed for control of 
symptoms associated with menopausal 


The Original and 
only genuine Chlorodyne 


disturbances, premenstrual migraine and 
tension, dysmenorrhoea. 


used with unvarying success ar 


by the Medical Profession ie 
in all parts of the world AN PRODUCT 
for over 100 YEARS : 
Always insist on 3 OXO LTD. (Medical Dept.) 
**Dr. Collis Browne’s’”’ THAMES HOUSE, LONDON, E.C.4 
Telephone: CENtral 978! 


THERE IS NO SUBSTITUTE 
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por sterling guality 
— Scottish Widows’ 


op COUTI2. 


THE HALL MARK OF 
STERLING QUALITY IN 
MUTUAL LIFE ASSURANCE 


SCOTTISH WIDOWS’ 
FUND 


Head Office : 
9 St. Andrew Square, Edinburgh, 2 
Lendon Offices : 
17 Waterloo Place, S.W.1 


HIP PROSTHESES 
Non-toxic stainless steel 


DOWN BROS. and MAYER & PHELPS LTD. 


Surgical Instrument Makers 
92-94, Borough High Street, London, S.E.I 


ond 
32-34, New Cavendish Street, London, W.1! 
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Teamwork in surgery 


Behind the small, highly trained team 
in the operating theatre, there stands 
another team, trained for different 
work, but equally painstaking, enthus- 
iastic and accurate. 

This supporting team produces the 
equipment which makes modern oper- 
ative techniques possible. And scalpels 
are an important item of this equip- 
ment. Every Swann-Morton scalpel 
blade is individually inspected, each of 
the traditional shapes identical to pat- 
tern, perfectly tempered, ground and 
finished. 

Produced in a model factory in Shef- 
field, Swann- Morton blades are in 
growing demand all over the world. 


3 types of handle — 
11 traditional shapes of blade 
Order from your usual wholesaler 


W. R. SWANN & CO. LTD., SHEFFIELD 6, ENGLAND. 


4115C 


You should bank 


with the 


Westminster 


Westminster Bank Limited 
Head Office: 41 Lothbury 
London, E.C.2 


AKLOREP 


(Acid HCl and Pepsin) 
Achlorhydria 
Hypochlorhydria 
and all associated 
conditions. 

50 tablets 6/6d. (subject) 
500 ” 58/6d. ” 

Prescribe on E.C.10 


ROBERTS & CO. 
76, New Bond Street, London, W.1 


CHISWICK HOUSE 
PINNER, MIDDLESEX 
Telephone: PINNER 234 


Private Nursing Home for Mental and Nervous {fllness. 
All modern forms of treatment. Two country houses in adjoining 
grounds of 5 and 6 acres respectively, 12 miles from London. 
Trains every 15 minutes from Baker Street to Pinner. 

DOWGLAS MACAULAY, M.D. D.P.M. 


HEIGHAM HALL, NORWICH 


PRIVATE MENTAL HOME for Nervous _and Meneal illness. All types 
of treatment carried out. A for holics and Addicts 
available. Special Geriatric Unit now open. Fees from 7 gns. per week 
upwards according to requirements. 
Apply to Dr. J. A. SMALL Telephone : 


Norwich 20080 
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ST. ANDREW’S HOSPITAL bisonvers 
NORTHAMPTON 
PRESIDENT: THE EARL SPENCER 
MepicaL SUPERINTENDENT: THOMAS TENNENT, M.D., F.R.C.P., D.P.H., D.P.M. 


This Registered Hospital is situated in 130 acres of park and pleasure grounds.. Voluntary patients, who are suffering from 
incipient mental disorders or who wish to prevent recurrent attacks of mental trouble ; temporary patients, and certified patients 
of both sexes are received for treatment. Careful ciinical, biochemical, bacteriological, and pathological examinations. Private 
rooms with special nurses, male or female, in the Hospital or in one of the numerous villas in the grounds of the various branches 


can be provided. 
WANTAGE HOUSE 


This is a Reception Hospital in detached grounds with a separate entrance, to which patients can be admitted. It is equipped 
with all the apparatus for the complete investigation and treatment of Mental and Nervous Disorders by the most modern methods ; 
insulin treatment is available for suitable cases. It contains special departments for hydrotherapy by various methods, including 
Turkish and Russian baths, the prolonged immersion bath, Vichy Douche, Scotch Douche, Electrical baths, Plombiéres treatment, 
ete. There is an Operating Theatre, a Dental Surgery, an -ray Room, an Ultraviolet Apparatus, ‘and a Department for 
Diathermy and High-frequency treatment. It also contains Laboratories for biochemical, bacteriological, and pathological 
research. Psychotherapeutic treatment is employed when indicated. 


MOULTON PARK 
Two miles from the Main Hospital there are several branch establishments and villas situated in a park and farm of 650 acres. 
Milk, meat, fruit, and vegetables are s pose to the Hospital from the farm, gardens, and orchards of Moulton,Park. Occupational 
therapy is & feature of this branch, an patients are given every facility for occupying themselves in farming, gardening, and fruit 
growing. 
BRYN-Y-NEUADD HALL 


The seaside house of St. Andrew’s Hospital is beoueitely stented in a park of 330 acres, at Llanfairfechan, amidst the finest 
scenery in North Wales. Qn the North-West side of the Estate a mile of sea coast forms the boundary. Patients may visit this 
branch for a short seaside change or for longer periods. The Hospital has its own private bathing house on the seashore. There 
is trout-fishing in the park. 


At all the branches of the Hospital there are cricket grounds, football and hockey grounds, lawn tennis courts (grass and hard 
courts), croquet grounds, golf courses, and Mh seed greens. Ladies and gentlemen have their own gardens, and facilities are 
provided for handicrafts, such as carpentry 

For terms and further particulars A ae to the Medical Superintendent (TELEPHONE: Northampton 4354 (3 lines)), who 


can be seen in London by appointment. 


RUTHIN CASTLE, NORTH WALES 


A Private Clinic, the first in Great Britain, for investigation and 
treatment of all forms of disease, except infectious and mental 


Nursing, dietetic, massage, x-ray and laboratory departments Central heating and a lift to all floors 
Inclusive charges Apply SEoRETARY Telephone: Ruthin 66 


CLIFFDEN, TEIGNMOUTH 


For the early treatment of nervous disorders and patients needing rest and care 


A well-appointed oy: with spacious balconies and extensive views of the South Devon Coast. Beautiful garden and own dairy in 35 acres 
In the same grounds, ROWDENS, a comfortable house with lovely views. Private road to the beach 


There is also a charming house, EBWORTHY, MANATON, DARTMOOR, situated in 25 acres, 1100 ft. up for bracing moorland air 
Resident Physic BERTHA M. MULES, M.D., B.S. ANNE S. MULES, M.R.C.S., L.R.C.P. Telephones—TEIGNMOUTH 289 and 537 


THE MEDICAL PROTECTION SOCIETY timirep 


Over 60 years experience in medical defence and protection 
Complete Indemnity granted to members in cases undertaken on their behalf 
ANNUAL SUBSCRIPTION : £1 for first three years for newly qualified entrants and £2 thereafter 
Full particulars from the Secretary (Dr. Alistair French), Victory House, Leicester Sq., W.C.2. Gerrard 4553 and 4814 


Vacancies 
Acaneaen AND EDUCATIONAL = Page| Birmingham R.H.B. Regs .. $4] BACTERIOLOGY 
SECTIO 30 Bristol. Cossham/Frenc HMAC. Glasgow Northern Hosps. B.O.M. 
H.O. or Sr. H.O. ‘ oo Va Sr. H.O. 36 
ADMINISTRATIVE Cambridge. Addenbrooke's * Temp. Glasgow Victoria Sectoral Bact. Lab. 
Welsh R.H.B. M.O. .. 31 Sr. H.O. sr. H.O. 36 
pe rby. Derbyshire Rijal I Inty. Reg 

NZS’ jast Anglian RK ROG. .. q 
Archway Group H.M.C. Reg. .. 31] Hemel Hempstead. West Herts & CASUALTY 
Hosps. for Diseases of the Chest. St. Paul’s Hosps. Locum Sr. H.M.O. 30] London, E.1. Sr. H.O. 8 oo ae 

P.-t. Cons. - 30] Leeds R.H.B. Locum Regs... .. 37] Memorial, S.E.18. Sr. H.O... -- 32 
King Edward Mem. Ww. 13. Reg. 31 | Manchester R.H.B. Reg. .. 37] Princess Beatrice, 8.W.5. Sr. H.0... 32 
Lambeth, S.E.11. Reg. .. 32 | Nottingham Gen. & Sr. O. 37/38 Free, W.C.1. Sr. H.O. 
Nelson, S.W.20. Sr. H.O. 32] Scotland. Eastern R.H.B. Cons. .. 31 Charles’, W.10. Sr. H.O... - Pe 
North Middlesex, N.18. Sr. H.O. 32 ] Seotiand. North-Eastern R.H.B. Sr. West London, W.6. Sr. H.O. -. 34 
Royal Free Hosp. Group. Sr. mA O. Reg. *s .. 39] Brighton. Royal Sussex County. Jr. 

& H.O. 32 id United ‘Hosps. Reg. H.M.O. 35 
St. James’,S Ww. 12 2. Sr. H. oO. — Albans City. Locum Reg. .. 40] Cambridge. Adde nbrooke’s 8. ‘Sr. H. O. 35 
St. Mary Abbots, W.s. Reg. Ss Senter & Buxton H.M.C. Locum Chelmsford & Essex. Sr. H.O. 5 
St. Olave’s, S.E.16. Sr. H.O.. 33 .. 40] Coventry & Warwic kshire. Jr. H.M.O. 36 
St. Thomas’s, 8.E.1 Sr. Reg. .. 33] Torquay. Torbay. Sr. H.0. .. .. 40] Croydon Gen. Reg. - 35 
University College Hosp., W.C.1. Sr. Warrington Infy. Sr. H.0. .. .. 41] Hastings. Royal East Sussex. Sr. 

Bedford Gen. Locum Reg. .. .. 341 Worcester. Ronkswood. Sr. H.0. .. 411 Huddersfield Royal Infy. Jr. H.M.O. 36 
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iia | No. 1 H.M.C. Locum Jr. 

Morec 

Plymouth. South Devon & East Corn- 
wall. Sr. H.O 

Poole Gen. Sr. H.C 

Southampton. Royal ‘South Hants. 


Sr. H.O. 
Southport Ge n. ‘Infy. “Jr. HM.O.. 
Locum 


St. Albans City. 

Stratford-on-Avon. Locum Jr. H.M.O. 

Sutton & Cheam. Sr. H.O. 

P.-t. Sr. H.O. 

London Chest, E.2. H.¢ 


London Chest. E.2. P. 4 ‘sr. Reg. 
Bovey Tracey. Hawkmoor Chest. 
Jr. H.M.O. 


Reading & Dist. H.M.C. Jr. H.M.O. 
Scotland. Eastern R.H.B. Sr. H.M.O. 
Skipton. Grassington. Jr. H.M.O. .. 
Southend-on-Sea. Lancaster House 
Chest Clinic. Locum Sr. Reg. _ 
Wigan & Leigh H.M.C. Reg... 
EAR, NOSE, AND a 
tovyal National T. N. & E., W. P.-t. 
G.P. Clin & eed 
Birmingham R.H.B. Reg. .. aa 
Dewsbury. Gen. Pre-reg. H.O. .. 
Victoria Hosps. B.O.M. Sr. 
Newport, Mon. Royal Gwent. Jr. 
H.M.O. or Sr. H.O... oe 
North East Met. R.H.B. P.-t. 
Nottingham Gen. Sr. H.O... 
Scotland. Western R.H.B. Reg. 
Wolverhampton Group. H.O. 


Oons. 


GERIATRICS 

St. Francis’, 8.E.22 . H.O. 
South West Met. R.H.B. Sr. H.M.O. 


INFECTIOUS DISEASES 
North East Met. R.H.B. Reg. 
Southampton Chest. Sr. H.O. 


MEDICINE 


Fulham, W.6. “Reg 

South East Met. Cit, B. Reg. 

South London Hosp. for Women, 
S.W.4. Sr. H.O. & Locum 
H.O. 

South “Hosp. for Women 
Child., 8.W.4. H.O 

St. Mary Abbots, Ww. 8. Reg 

St. Mary’s, W.2, & North West Met. 
R.H.B. Sr. Reg. . 

St. Mary’s, W. Reg. 


St. Thomas’s, S.E. 1. 
Westminster, 8.W.1. 
Ashford, Middx. ‘H.O.. 
Aylesbury. Mandev ile. 
Bristol. Manor Jr. H.M.¢ 
Chelmsford H.M.C. Locum 
Hull. Kingston Gen. Pre-reg. H. 0. 
Ipswic h & East Suffolk. Pre-reg. H.O. 
Kirkcaldy. Victoria. H.0. .. 
Leeds R.H.B. Locum Regs... 
Manchester. Ancoats. Sr. H.O. .. 
Portsmouth H.M.C. Pre-reg. 
1.0.’s es 
Reading Area. “of Medicine. 
Pre-reg. H.O. 
Romford. Rush "Gree n. H.O. 
Scotland. Eastern R.H.B. Reg. . 
Scunthorpe. War Mem. Sr. H.O.’s or 
Pre-reg. H.O.’s 
Sheffield. City Gen. 
Worthing. Locum Reg 
Canada. University of Alberti Hosp 
Asst. Supt. 
NEUROLOGY 
Hosp. for Sick Child... W.C.1. Sr. H.O. 
National Hosps. for Ne ryous en 
Sr. H.O. or Reg. ° 


NEUROSURGERY 
Regional 


Reg 
Jr 
11.0. 


De pt. 


Reg. 


sr. H.¢ es 
Sr. H.O.’s 


OBSTETRICS AND GYNZCOLOGY 

Lambeth, S.E.11. H.O 

North West Met. R.H.B. P.-t. Cons ss 

Ashton, Hyde & meananties H.M.C. Sr. 
.O. 


Beverley. Westwood. Pre-reg. H.O. 
Birmingham R.H.B. Reg. > 
Gen. Pre-reg. H. O. 


Sr. H.O 
Sr. H.O.. 
Pre-reg. 


or sr. 


Highbury. 
Portsmouth Group H.M.C. 
— & Dist. H.M.C 


Que en Vic toria. Jr. H.M. 0. 


S.E.18. 


South Cheshire H.M.C. 

St. Helens & Dist. H.M.C. 

Stoke-on-Trent. City Gen. 
H.0O. 


Reg. 

Sr. H.0. 

Pre- -reg. 

Stoke-on- Trent. North Staffs Royal 
Infy. Sr. 

Taplow. Red C ross Me m. 


Welsh R.H.B. Reg. 


OPHTHALMOLOGY 

Birmingham & Midland Eye. H.O... 

Isleworth. South Middlesex. Sr. H.O. 

Liverpool United Hosps. Sr. H.O. . 

Manchester U Sr. Oo. 
& Pre-reg. H.¢ 


ORTHOP AZDICS 

Whittington, N.19. Locum Reg. 
Beverley. Westwood. H.O. .. 
Braintree. Black Notley. H.O. 


Chertsey. St. Peter’s. 
Pre-reg. H.O 
Croydon Gen. 
Croydon Group H.M.C. 
Glasgow. Victoria Infv. 
Guiidtora, Royal Surrey 
H.¢ 


litord.” King George. Sr. 
Leeds R.H.B. Loc um Regs... ~~ 
Margate. Royal Sea Bathing. &r. 


Sr. H.O. or 


Locum Reg. 
Reg. 

Sr. .. 
‘ounty. 


Newcastle Ge n. Sr H. oO. ee 
Portsmouth Group M.C. Pre-reg. 
H.O. 
Sc unthorpe & Dist. War Mem. leg. 
Shotley Bridge Gen. H.O. 
Southampton. Royal South Hants. 
1.0. 
South-Western R.H.B. * P.-t. Clin. 
Asst. 
Tunbr idge Wells. Sr. H.O. 
Welsh R.H.B. Re 


PZDIATRICS 

Hosp. for Sick Child., W.C.1. Sr. H.O. 

Aylesbury. Stoke Mandeville. H.O. 

Birmingham. Little Bromwich Gen, 
H.O. 


Pembury. 


Bolton Dist. Gk n. H. 0. 

Brighton. Royal Alexandra Hosp. for 
Sick Child. Sr. H.O. 

East Anglian R.1.B. Reg. .. 

Harold Wood, Essex. Sr. H.¢ 

Manchester. West Manchester 
Sr. H.O. 

Nottinghain ‘hild’s. Sr. H. Oo. 

Portsmouth Group H.M.C. H. Oo. 

Stoc kton Child’s. “H.O. or 
Sr. H.¢ 

Stoke-on- "Trent: City Gen. “Pre-reg. 
H.O. 

Ww arrington Gen. Sr. ii. oO 

Winchester. Hants ( ‘ounty. 


PATHOLOGY 

Royal College of Surgeons & St. James 
Hosp., 8.W.12. Reg. 

Royal Free Hosp. Group. H. 

Royal Marsden, 8.W.3. Sr. H. 0. 


University College aged W.C. sr. 
Beverley. Westwood. Sr. 
Birmingham R.H.B. Reg.  .. 
Bury & Rossendale H.M.C. Sr. H. *- 
Nottingham City. Sr. H. >. 
Rochdale & Dist. H.M.C. Sr. ‘1.0 
Scotland. Eastern R.H.B. Sr. H. M.O. 


Worthing Group H.M.C. Reg. 


PHYSICAL MEDICINE 
Hosp. for Sick Child., 


PSYCHIATRY 
Day N.W.8. P.-t. Reg. 
Clement’s, E.3. Sr. H.O.. 

ph sey, Beds. Three 
(Mental). Reg. 

Carlisle. Garlands. Jr. HN 

Glasgow Northern Hosps. O.M. 
Sr. H. 

Glouceste r. Horton Road x Cone y 
Hill Hosps. Jr. H.M.¢ 

Lancaster Moor. Sr. H. 0. 

Leeds R.H.B. Locum Regs.. 

Lichfield. St. Matthew’s. Jr. .M.O. 

Liverpool United Hosps, R.H.B. & 
Univ. P.-t. Cons. .. 

Manchester R.H.B. Sr. H.M.O. 

Manchester R.H.B. Sr. Reg. 

Manchester. Springfield. Sr. H.O. .. 

Northgate & Dist. Jr. 
H 

Newmachar, Aberdeenshire. Kingseat. 
Reg. & Sr. H. ea 

Oxford R.H.B. sr Reg 

Scotland. South- astern R. B. 
Sr. Regs. & Reg. 

Sheffield R.H.B. Sr. Re 

Sheffield R.H.B. Sr. H. 


W.C.1. Reg. 


Counties 


39 
40 


40 
40 


Southall. St. Bernard’s Hosp. for 
Nervous & Mental Disorders. Sr. 
oO 


South East Met. R.H.B. Sr. Reg. 
Wells, Som. Mendip. Jr. H.M.O. .. 
Willerby. De la Pole. Jr. H.M.O. .. 
RADIOLOGY 
North West Met. R.H.B. P.-t. Cons. . 
Aberdeen Gen. Hosps. B.O.M. Reg. 
Manchester R.H.B. Sr. H.M.O. - 
Scotland. Sout R.H.B. 

P.-t. Cons. 
Sheffield U nited Hosps. Reg. 
Channel Islands. Jersey Gen. 

Cons. os 


RADIOTHERAPY 

Royal Northern, N.7, & 
Wales, N.15. Sr. H.O. .. 

Liverpool R.H.B. Sr. H.M.O. 

Manchester R.H.B. Cons. 

SURGERY 

Dreadnought Seamen’s, 
reg. H.O. ws 

German, E.8. Pre-reg. H.O. . 

Hosp.for Sick Child., W.C.1 

London, E.1. eg. 

London Jewish, Sr. H.( 

North East Met. R.H. P. 

Putney, S.W.15. H.O 

South East Met. R.H. B. Reg 

South London Hosp. for a & 
Child., 8.W.4. Reg... 

St. Mary’s, W.2. P.-t. S 


& Kingston, 


P.-t. 


Prince of 


S.E.10. Pre- 


Cons 


Westminster, 
Surrey. Sr. Re 
Alton. Henry Gauvain. 
Beverley. Westwood. H.O. 
Birmingham R.H.B. Reg. 
Birmingham United Hosps. 
Burton-on-Trent. Gen. H.¢ 
& Rossendale H.M.C. 
oO 
Carshaiton. Quee n lary’ 5 Hosp. 
Child. Reg. & H. 
Chelmsford & Esse “Ppre-re ‘H.O.. 
Chichester. — West Sussex. Sr. 
H.O. & H.¢ 
Croydon Gen. 
Derby. City. 


Reg. 


Pre-reg. 


um ‘Reg. 
Pre-reg. H. 


or Sr. 


Driffield. East Riding Gen. 
East Anglian R.H.B. Reg. 
Hitchin. Lister. H.O... 
Huntingdon County. H.O. . 
> R.H.B. Locum Regs... 

Leigh (Lanes.) Infy. Reg. . 

Luton & Dunstable. Reg. . me 
Manche Altrine Gen. Jr. 


M. 
Mane onal r R.H.B. Regs. 
Mexborough. Montagu. 
Morecambe. Queen Victoria. 
Newmarket Gen. H.O 
North Shields. Preston Hosp. 
Nottingham Child’s. Sr. 
Nottingham City. Sr. 11.0. ; 
Oxford United Hosps. Reg ae 
Pontypridd. East Giemorgan. H.0O. 
Reading. Battle Hosp. H.O.’s 
Reading. Royal Berks. Pre-reg. H.O. 
Richmond, Surrey. Royal. Sr. H.O. 
Rochdale & Dist. H.M.C,. H.O.’s 
Rochford, Essex. Gen. Locum Reg. 
Secotiand. Western R.H.B. Regs. .. 
Scunthorpe War Mem. Pre- “Fe. H. - 
or Sr. H. 
Sheffield R.H.B. 
Shoreham-by-Sea. 
Shrewsbury. Royal 
Copthorne. H.O. . 
Slough. Upton. Loc um §r. Reg 
South Warde- ‘Alden. 
Sr. H. 
Stoke-on- “Pre nt. 


Row. 
Sr. H.O. 


sr. Reg 
Southlands. Reg. 
Salop 


City. Gen.  Pre-reg. 
“North Staffs Royal, 


Stoke-on-Trent. 

Infy. Pre-reg. 
Wakefield. Pinderfie lds Gen. 
Welsh R.H.B. Reg 
Wolverhampton Group. H.O. 
THORACIC SURGERY 
South Hast Met. R.H.B. 
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Academic and Educational 


THE MILROY LECTURES ON STATE 
AND PUBLIC HEALTH 


MEDICINE 


The Council of the Royal College of Physicians of London 
are prepared to receive applications for the office of MILROY 
LECTURER for 1958. 

Applications must be addressed to the Registrar, Royal 
College of Physicians, Pall Mall East, S.W.1, to reach the College 
on or before WEDNESDAY, 5TH SEPTEMBER, 1956, and to include 
a short synopsis of the subject selected by the candidate. 

2 Lectures are to be given on a Tuesday and Thursday in 
February or March, 1958. 

A copy of Dr. Milroy’s “‘ Suggestions”’ on the subject of 
his bequest, and information as to the emolument, may be 
obtained from the Registrar. 


EDINBURGH POST-GRADUATE BOARD FOR 
MEDICI INE 
GENERAL SURGERY 

3 months courses of post-graduate surgery suitable for surgeons 
requiring a refresher course in the current outlook on general 
surgery or for graduates preparing to specialise in surgery, start 
on 18T OCTOBER, 1956, and 18TH MARCH, 1957. The programme 
has been arranged so as to provide coérdinated clinical and 
systematic instruction in general surgical wards and specialised 
surgical units in Edinburgh. Fee £31 10s. 

MEDICAL SCIENCES 

A 3 months course in Applied Anatomy, Physiology, Patho- 
logy, Bacteriology and Biochemistry will begin on 24TH JUNE, 
1957. This course includes an adequate amount of practical 
instruction and is suitable for post-graduates wishing to take the 
Primary Fellowship examination. Fee £31 10s. 

2 courses in the Basic Sciences (Anatomy, Physiology, Patho- 
logy, including Bacteriology) are arranged by the Royal College 
of Surgeons, under the egis of the Edinburgh Post-Graduate 
Board for Medicine. These courses comprising lectures, 
demonstrations and practical instruction, will begin on 15TH 
OCTOBER, 1956, and 1LITH FEBRUARY, 1957, and continue for 
10 weeks. Fee £26 5s. 

The courses in Medical Sciences are designed as a final prepara- 
tion for the Primary Fellowship examination, and it is essential 
that those attending should already have a considerable know- 
ledge of the subjects. 

INTERNAL MEDICINE 

Courses lasting 12 weeks, suitable for graduates desiring a 
refresher course, or to specialise in medicine, begin on 24TH 
SEPTEMBER, 1956, and 25TH MARCA, 1957. These courses consist 
of 320 hours instruc tion, comprising lectures, clinical demonstra- 
tions and ward visits. Fee £31 10s. 

The Royal College of Physicians of Edinburgh award 2 
Hill Pattison-Struthers Bursaries each year to graduates attend- 
ing the Internal Medicine course. Each Bursary amounts to 
£100. Applications must be submitted to the Secretary, Royal 
College of Physicians, Edinburgh, at least 2 months prior to 
the starting date of the course for which they are enrolled. 

Additional instruction in Clinical Peediatrics and in Tropical 
Medicine is arranged in conjunction with the course in Medicine. 
There is a small additional fee and the numbers are limited. 

Applications for enrolment should be addressed to the Director 
of Post-Graduate Studies, Surgeons’ Hall, Edinburgh, 8, supply- 
ing particulars of qualifications and post-graduate experience. 


ST. MARY’S HOSPITAL MEDICAL SCHOOL (University 
OF LONDON), Paddington, W.‘ Applications are invited for 
the appointment of Seteecsate LECTURER IN MORBID 
ANATOMY for 1 year from Ist October. Salary within the 
scale £1000—£1300 together with supe rannuation and children’s 
allowance. 
Applications (2 
the Secretary, St. 
August. 
THE LONDON HOSPITAL MEDICAL COLLEGE. Appli- 
cations are invited for the post of ASSISTANT PATHOLOGIST 
in the Department of Cancer Research, which is sponsored by 
the British Empire Cancer Campaign. Initial salary, according 
to qualifications and experience, on a scale £900—£100-—£1300 p.a. 
Applications to be forwarded within 14 days, to the Secre eer: 
The London Hospital Medical College, Turner-street, London, E. 


THE UNIVERSITY OF MANCHESTER. a. 
are invited for the full-time post of LECTURER IN ORTHO- 
PZ. DIC SURGERY. Salary on a scale rising to £2000 p.a. 
according to qualifications and experience. Duties to commence 
as soon as possible. The successful applicant wiil be required to 
work in the Department of Orthopedic Surgery in the Man- 
chester Royal Infirmary, and the Board of Governors of the 
United Manchester Hospitals is prepared to negotiate an 
honorary contract with the person appointed. 

Applications should be sent not later than 18th August, 1956, 
to the Registrar, the University, Manchester, 13, from whom 
further particulars and forms of application may be obtained. 


THE UNIVERSITY OF MANCHESTER. Applications 
for the post of LECTURER IN SOCIAL AND PREVENTIVE 
MEDICINE are invited from registered medical practitioners. 
The post is a joint appointmeftt between the University and the 
Lancashire County Council, whereby the person appointed, 
in addition to carrying out lecturing duties at the University, 
will carry out duties normally associated with an Assistant 
Divisional Medical Officer in the neighbouring area in the 
County. Salary on a scale rising to £2000 p.a. with member- 
ship of F.S.8.U. and children’s allowance scheme. Initial salary 
fixed according to qualifications and experience. 

Applications should be sent not later than 14th September, 
1956, to the Registrar, the University, Manchester, 13, from 
whom further particulars and forms of application may be 
obtained. 
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copies), with the names of 2 referees, to 
Mary’s Hospital Medical School, by 24th 


THE UNITED CARDIFF HOSPITALS. Medical Pro- 
FESSORIAL UNIT. Research Fellowship. Applications are invited 
for appointment to a RESEARC H FELLOWSHIP IN MEDI- 
CINE in the Professorial Unit of the Welsh National School of 
Medicine at the Cardiff Royal Infirmary. The appointment, at 
a salary of £1100 p.a. with superannuation, is normally tenable 
for a period of 2 years. The person appointed will be able to take 
part in the teac shing and routine work of the Department. 
Further particulars about this appointment, and forms’ of 
application are available from the Secretary to the Board at the 
Cardiff Royal Infirmary, Cardiff. Applications should be 
returned by 3ist August. 
THE UNIVERSITY OF LEEDS. Applications are invited 
for a nt as ASSISTANT LECTURER or LECTURER 
IN CLINICAL PSYCHOLOGY at a salary within the range 
£550- £25-£650 for an Assistant Lecturer or £650—£50-£1350 
a year for a Lecturer, according to qualifications and experience. 
“Applications (3 copies), stating date of birth, qualifications 
and experience, together with the names of 3 referees, should 
reach the Registrar, The University, Leeds, 2 (from whom further 
particulars may be obtained), not later than Ist September, 1956 


UNIVERSITY OF BRISTOL. Applications are invited 
for the post of ASSISTANT LECTURER (Grade III) or 
DEMONSTRATOR IN PHYSIOLOGY (Chemical Physiology). 
Initial salary £550-£700 p.a. according to qualifications and 
experience, together with superannuation and _ children’s 
allowances. 

Applications, with the names of 3 referees, should be forwarded 
so as to reach the undersigned, from whom further particulars 
may be obtained, a later than 25th August, 1956. 

. BUTTERFIELD, Registrar and Secretary. 
UNIVERSITY oF EDINBURGH. Applications are 
invited for the post of LECTURER in the Department of 
Pathology. Salary scale £1200-£100-£1600 p.a., together with 
superannuation benefit and family allowance if applicable. The 
successful candidate will be required to take up duty on Ist 
October, 1956, or as soon thereafter as possible. 

Further particulars may be obtained from the undersigned 
with whom applications (6 copies), giving the names of 2 referees, 
should be lodged not later than 15th September, 1956. 

CHARLES H. STEWART, Secretary to the University. 


Hospital Services : Senior Appointments 


HOSPITALS FOR DISEASES OF THE CHEST. —. 
tions are invited for the post of ANASSTHETIST (Consultant ) 
Diploma in Anesthetics essential. The duties in the first 
instance, will be confined to 1 notional half-day on Saturday 
mornings in the Throat and Ear Department. Further informa- 
tion may be obtained on request. 

Applications (12 copies), stating date of birth, qualifications 
and experience, with names of 3 referees, to reach the undersigned 
not later than Ist September, 1956. 

KENNETH A. F. MILES, Secretary to the Board. 

Brompton Hospital, S.W.3. oA 
NORTH EAST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. 

Part-time CONSULTANT E.N.T. SURGEON to Rush Green 

Hospital, Romford, Essex (4 sessions a week). 
Part-time CONSULTANT SURGEON to Metropolitan 
Hospital, Kingsland-road, E.8 (2 sessions a week). 
Part-time CONSULTANT SURGEON to St. Andrew’s 
Hospital, Devons-road, Bow, E.3 (6 sessions a week). 

Applications (6 copies), and names of 3 referees, should reach 
the Secretary, 11a, Portland-place, London, W.1, by Saturday, 
25th August. 
NORTH WEST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. 

(1) CONSULTANT RADIOLOGIST (diagnostic), 2 half-days 
a week (preferably Thursday and Friday mornings), Willesden 
General Hospital, Harlesden-road, N.W.10 (127 Beds). 

vations 3rd September, 1956. 

(2) CONSULTANT GYNACOLOGIST ( 24 half-days a week), 
Royal London Homeopathic Hospital, Great Ormond-street, 
W.C.1 (183 Beds). 

Applications before 6th September, 1956. 

Application forms obtainable from, and returnable to, 
Secretary, North West Metropolitan Regional Hospital Board, 
Portland-place, W.1. 


ROYAL MARSDEN HOSPITAL, Fulham-road, S.W. 3. 
Applications are invited for the post of Full-time ASSIST ANT 
PATHOLOGIST (Senior Hospital Medical Officer grade) in the 
Department of Clinical Investigation. 

Applications (12 copies), together with names of 3 referees, 
should be sent to the House Governor, to reach him not later 
than 25th August. 

HEMEL HEMPSTEAD, HERTFORDSHIRE. west 
HERTS AND ST. PAUL’S HOSPITALS. Locum ANASSTHETIST 
(Senior Hospital Medical Officer), required. 

Applications, giving 2 names for reference, should be sent to 
the Secretary, West Herts Hospital, Hemel Hempstead, as 
soon as possible. 


LIVERPOOL REGIONAL HOSPITAL BOARD. “Appli- 
eations are invited for the post of Whole-time ASSISTANT 
RADIOTHERAPIST (Senior Hospital Medical Officer) to work 
under the guidance of the Director of Radiotherapeutic Services 
at the Radium Institute, from whom any further information 
may be obtained. Appiicants must possess a Diploma in 
Radiology and have previous experience in radiotherapy. 
Preference will be given to candidates holding the F.F.R. or 
other higher qualification. 

Forms of application from, and to be returned to, Dr. T. Lloyd 
Hughes, Senior ———. Medical Officer, Liverpool 
Regional Hospital Board, 19, James- street, Liverpool, 2, to be 
received not later than 25th August, 

VINCENT COLLINGE, Secretary to the Board. 


| | 
| 
| 
| 


THE Lancet] 


THE LANCET GENERAL ADVERTISER 


[AucustT 4, 1956 


LIVERPOOL. THE UNITED LIVERPOOL HOSPITALS ; 
LIVERPOOL REGIONAL HOSPITAL BOARD ; THE UNIVERSITY OF 
LIVERPOOL. Applications are invited for a joint appointment as 
CONSULTANT PSYCHIATRIST (child psychiatry) (for 7 
notional half-days) to The United Liverpool Hospitals and the 
Liverpool Regional Hospital Board, and LECTURER in Child 
Psychiatry in the Department of Studies in Psychological 
Medicine of the University of Liverpool. The appointment is 
for 3 notional half-days a week for duty in The United Liverpool 
Hospitals, in the first instance as Consultant in Charge of the 
Department of Psychiatry in the Royal Liverpool Children’s 
Hospital, and for 4 notional half-days a week for duty with the 
Liverpool Regional Hospital Board, in the first instance at Alder 
Hey Children’s Hospital. In the University Department duties 
will be in connection with the undergraduate and postgraduate 
courses in psychological medicine and the person appointed will 
be remunerated for these by the University at the rate of £200 
p.a. Candidates must possess a registrable qualification, and the 
M.D. of a University of the British Commonwealth or M.R.C.P 
(London, Edinburgh or Ireland), and a special qualification in 
psychiatry. 

Applications, giving full partic ulars of age, qualifications and 
details of present and previous appointments, together with the 
names of 3 persons to whom reference may be made, should reach 
the Secretary (from whom further particulars may be obtained), 
The United Liverpool Hospitals, 80, Rodney-street, Liverpool, 1, 
by 18th August, 1956. 

MANCHESTER REGIONAL HOSPITAL BOARD. 
(a) Whole-time CONSULTANT RADIOTHERAPIST, 


Christie Hospital and Holt Radium Institute, Manchester. 
F.F.R. essential, other higher medical or surgical qualific vations 
desirable. 2ist August, 1956. 


(b) Whole-time NON-RESIDENT ASSISTANT RADIO- 
LOGIST (Senior Hospital Medical Officer) mainly at Withington 
Hospital, Manchester (mainly acute, 1000 Beds). Wide experi- 
ence, higher qualifications essential ; appointee to work under 
general guidance of Consultant. 13th August, 1956. 

(c) Whole-time RESIDENT ASSISTANT PSYCHIATRIST 
(Senior Hospital Medical Officer) at Lancaster Moor Hospital, 

near Lancaster (2500 Beds). Good accommodation. All modern 
forms of treatment undertaken. Candidates should have had 
wide experience in psychiatry, D.P.M. desirable. 22nd August, 
1956 

Application forms from the Senior Administrative Medical 

Officer to the Board, Cheetwood-road, Manchester, 8, to be 
returned by dates stated. 
SCOTLAND. SOUTH-EASTERN REGIONAL HOS- 
PITAL BOARD. Applications are invited for the appointment of 
CONSULTANT RADIOLOGIST for 2 notional half-days. 
The duties will be at the Princess Margaret Rose Hospital and 
Astley Ainslie Hospital, Edinburgh. 

Applications, giving particulars of age, qualifications and 
previous experience, together with the names of 3 referees, 
should be sent to the Secretary, South-Eastern Regional Hospital 
Board, Scotland, 11, Drumsheugh -gardens, Edinburgh, 3, by 
Ist + September, 1956. 


SCOTLAND. EASTERN REGIONAL HOSPITAL 
BOARD. Tuberculosis. DUNDEE AREA. Applications are invited 
for the appointment of Whole-time ASSISTANT CHEST 
PHYSICIAN (Senior Hospital Medical Officer grade) to the 
Tuberculosis Service in Dundee. The appointment will involve 
duties in Ashludie Hospital, Monifieth (222 Beds including the 
Regional Thoracic Surgical Unit of 66 Beds ), and in the Central 
Chest Clinic in Dundee. Salary and conditions of service in 
accordance with national agreement. 

Further particulars and forms of —s from the Secretary 
to the Board, 430, Blackness-road, Dundee, with whom applica- 
tions must be lodged not later than 25th August, 1956. 


SCOTLAND. EASTERN REGIONAL HOSPITAL 
BOARD. Pathology. MARYFIELD HOSPITAL, DUNDEE. — a- 
tions are invited for the post of ASSISTANT PATHOLOGIST 
(whole-time—Senior Hospital Medical Officer grade) at Maryfield 
Hospital, Dundee (370 Beds), which is 1 of the 2 main ge “neral 
teaching hospitals associated with the University of St. Andrews. 
General experience is essential, but special experience in morbid 
anatomy and histology is de sirable. Salary and conditions of 
service in accordance with national agreement. 

Further particulars and forms of application from the Secre- 
tary to the Board, 430, Blackness-road, Dundee, with whom 

applications must be lodged not later than 3ist August, 1956. 


SCOTLAND. EASTERN REGIONAL HOSPITAL 
Anesthetics. STRACATHRO HOSPITAL, BRECHIN, ANGUS. 

Applications are invited for the whole-time post of ANA¢s- 
T 1ETIST (Consultant) at Stracathro Hospital, near Brechin 
(a general hospital of 676 Beds), and Brechin Infirmary (a 
hospital of 106 Beds—50 general). Salary and conditions of 
service in accordance with national agreement. 

Further particulars and forms of application from the Secre- 
tary to the Board, 430, Blackness-road, Dundee, with whom 
applic ations must be lodged not later than Ist September, 1956. 


SHEFFIELD REGIONAL HOSPITAL BOARD. Whole- 
time SENIOR ASSISTANT PSYCHIATRIST required for 
Mapperley Hospital, Nottingham. House available. Salary 
scale £1575—-£50-£2025 p.a. 

Application forms and further details from Senior Adminis- 
trative Medical Officer, Sheffield Regional Hospital Board, Old 
Fulwood-road, Sheffield. Forms to be returned by Ist September, 


19: 56. 


SHEFFIELD REGIONAL HOSPITAL BOARD. Whole- 
time SENIOR ASSISTANT PSYCHIATRIST required for 
Pastures Hospital, Mickleover, near Derby. House available. 
Salary scale £1575—£50-—£2025. 

Application forms.and further details from Senior Adminis- 
trative Medical Officer, Sheffield Regional Hospital Board, Old 
Fulwood-road, Sheffield, 10. Forms to be returned by Ist 
September, 1956. 


SOUTH WEST METROPOLITAN REGIONAL HOS- 
PITAL BOARD requires a Whole-time ASSISTANT GERIATRIC 
PHYSICIAN (Senior Hospital Medical Officer grade) for the 
Geriatric Unit of the Portsmouth Hospital Group (44 chronic 
sick beds including modern assessment unit of 76 beds). The 
person appointed will work under the general supervision of a 
Consultant Physician and will be required to undertake the 
domiciliary assessment of patients on the waiting list and 
maintain close liaison with the general practitioners and the 
Local Health Authorities. The duties will include general 
medical work. Candidates should have good experience in general 
medicine and experience in the care of the chronic sick is 
desirable. Canvassing will disqualify, but candidates may visit 
the hospitals concerned by arrangement with Mr. E. H. Hurst, 
F.H.A., Group Secretary, Portsmouth Group Hospital Manage- 
ment Committee, 35, Grove-road South, Southsea. 

Applications (7 copies), stating age, qualifications, experience 
and names and addresses of 3 referees, to the Area Secretary, 
Highcroft, Romsey-road, Winchester, by 22nd August, 1956. 
WELSH REGIONAL HOSPITAL BOARD. Applications 
are invited for the full-time appointment on the Headquarters 
permanent staff of MEDICAL OFFICER. Salary £1415 (at age 
33 or over)—£50 (4)-£65 (1)-£1680 p.a. The commencing salary 
will be abated in the case of a successful applicant under 33 years 
of age. The duties of the office will be concerned in assisting in 
the administration of the Hospital and Specialist Services pro- 
vided by the Board, as may be assigned to him from time to time 
by the Board’s Senior Administrative Medical Officer. The 
appointment is subject to the provisions of the National Health 
Service superannuation regulations, and to the passing of a 
medical examination. 

Applications (including a statement of candidate’s age 


- qualifications and experience and the names of 3 referees) should 


be received by the unde eceigne not later than 18th August, 1956. 
NEWELL, Secretary of the Board. 

_ Temple of Peace and Health, Cardiff. 

NELSH REGIONAL HOSPITAL BOARD. Consultant 
ANAESTHETIST to serve Merthyr and Aberdare Hospital 
Management Committee. Based at Merthyr General Hospital. 
Visits to other hospitals in group and hospitals in neighbouri 
Hospital Management Committee areas. -A.R.C.S. essenti 
Successful applicant required reside within Hospital Management 
Committee area. Optional whole-time/maximum part-time 
appointment. 

Applications (12 copies), naming 3 referees, to Senior Adminis- 

trative Medical Officer, Temple of Peace, Cathays Park, Cardiff, 
within 21 days. 
CHANNEL ISLANDS, JERSEY. GENERAL HOSPITAL. 
Applications are invited for the post of CONSULTANT RADIO- 
LOGIST oe -time—7 sessions) at a salary of £1335 p.a., 
rising by 8 equal annual increments to a maximum of £1970 
p The post is vacant on Ist October, 1956. Private radio- 
ogical practice available. 

Applications to be submitted by 18th August, 1956, to the 
moe Public Health Committee, General Hospital, Jersey, 
C.I. 


CANADA. 

EDMONTON, ALBERTA, CANADA, requires ASSISTANT SUPER- 
INTENDENT (medical). Starting salary $7800 p.a. Annual 
increments of $500 to $9800. 

Give full particulars, name referees, and enclose photograph 
first letter, to A. C. MCGUGAN, M.D., Superintendent. 

University of Alberta Hospital, Edmonton, Alberta, Canada, 

Hospital Services : Junior Appointments 
ARCHWAY GROUP HOSPITAL MANAGEMENT COM- 
MITTEE. ANASSTHETIC REGISTRAR for busy general hospital 
of 221 Beds with Endocrine Unit et. thyroid surgery) 
in the Archway Group (New End Hospital, Hampstead). Post 
recognised for D.A. Hospital may be visited by direct 
appointment. 

Applic ation forms from, and returnable to, Group Secretary, 

46, Cholmeley-park, N.6, by 14th August, 1956. 
CENTRAL MIDDLESEX HOSPITAL, Park Royal, N.W.10. 
RESIDENT HOUSE OFFICER (pre-re gistration ) required in 
General Medical and Cardiological Department. Appointment 
for 6 months from 22nd September, 1956. 

Applications, with copies of 2 testimonials, to Medical Director 
by llth August, 1956. 

DREADNOUGHT SEAMEN’S HOSPITAL, 
S.E.10. HOUSE SURGEON 
4th September. 

Applications, stating age, nationality, qualifications and 
experience with the names of 3 recent referees, should be sent 
to the Secretary at the above address not later than 20th August. 
GERMAN HOSPITAL. London, E.8. 
Beds.) Applications are invited for the 6 months resid 
onpeimens (now vacant) of Pre-registration HOUSE SUR. 
GEON and should be sent immediately to Group Secretary, 
Hackney Hospital, London, E.9, quoting GH/PHS. 

KING EDWARD MEMORIAL HOSPITAL, Ealing, W.13. 
NORTH WEST METROPOLITAN REGIONAL HOSPITAL BOARD. 
ANSTHETIC REGISTRAR (whole time) resident, required 
Ist September, 1956. Staff includes Registrar and Senior House 
Officer, Anesthetists. Post recognised for D.A. and F.F.A.R.C.S. 
examinations. Hospital may be visited by direct appointment. 

Application forms obtainable from, and returnable to, Group 

Secretary, West Middlesex Hospital, Isleworth, by 14th August, 
19: 56. 

LONDON JEWISH HOSPITAL, Stepney Green, E.1. 
(130 Beds.) Applications om invited for the post of RESIDENT 
SENIOR HOUSE OFFICER (Surgical Department). Post 
vacant 17th September, 1956. Salary, &c., in accordance with 
national scale. 

Applications, with copies of testimonials, to be sent to the 
Hospital Secretary. 


* UNIVERSITY OF ALBERTA HOSPITAL, 


‘Greenwich, 
(pre-registration) required on 
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FULHAM HOSPITAL, St. Dunstan’s-road, Hammer- 
smith, W.6. FULHAM AND KENSINGTON HOSPITAL MANAGEMENT 
COMMITTEE, SOUTH WEST METROPOLITAN REGIONAL HOSPITAL 
BOARD. Applications are invited for appointment at above 
Hospital as MEDICAL REGISTRAR. Post vacant Ist October, 
1956. Candidates may visit the Hospital by arrangement with 
the Hospital Secretary. 

Applications (5 copies to be completed) by 17th August, 1956, 
on forms obtainable 9 Group Secretary (L.109), 5, Collingham- 
gardens, London, 8.W 
LONDON CHEST HOSPITAL. Hospitals for Diseases 
OF THE CHEST. 2 vacancies occur-Ist October, 1956, for RESI- 
DENT HOUSE PHYSICIAN. Appointment for 6 months, 
4 in London, 2 at the Country Branch, near Letchworth, and 
post graded as House Officer. Duties include work in the 
Outpatient Department and Refill Clinic as well as in wards. 

Applications, stating date of birth, qualific ations with dates, 
and previous appointments held, with copies of 3 te stimonials, 
should reach the undersigned not later than 17th August. 

THOMAS BROWN, House Governor. 

London Chest Hospital, E.2. 

LONDON CHEST HOSPITAL. Hospitals for Diseases 
OF THE CHEST. Applications are invited for the appointment of 
Part-time MEDICAL REGISTRAR (grading : Senior Regis- 
trar). The duties require the equivalent of 5 notional half- 
days a week, including 1 Refill Clinic. The appointment is for 
1 year and is renewable. The present holders of Registrar posts 
at the Hospital are eligible to apply. 

Applications, stating date of birth, qualifications with dates, 
and previous appointments held and sooeupentes by copies of 
3 testimonials, should reach the undersigned by 18th August. 

THOMAS BROWN, House Governor. 

London Chest Hospital, E.2. 

LONDON HOSPITAL, Whitechapel, E.1 Applications 
are invited for the post of CASUALTY OFFICER (graded 
Senior House Officer). The appointment will be for 6 months, 
renewable for_a further 6 months. The appointment is recog- 
nised for the F.R.C.S, 

Applications (6 copies); together with 6 copies of 3 recent 
testimonials, should be received by the undersigned by 3lIst 
August, 1956. H. BRIERLEY, House Governor. 
LONDON HOSPITAL, Whitechapel, E.1. Applications 
are invited for the post of REGISTRAR in General Surgery 
becoming vacant on Ist October, 1956. <A higher qualification, 
although desirable, is not essential. The appointment will be 
for 1 year, renewable for 2 further years, of which 1 year will 
be spent in the Department of Thoracic Surgery or at the 
Hospital’s Annexe at Brentwood. 

Applications (12 copies), giving the names and addresses of 3 
referees, should be received by the undersigned by 3lst August, 
1956. H. BRIERLEY, House Governor. 
LAMBETH HOSPITAL, Broock-drive, 8.E.11. Applica- 
tions are invited from pre-registration and registered medical] 
practitioners for the position of RESIDENT HOUSE SUR- 
GEON in the Obstetric and Gynecological Department. The 
appointment is for 6 months from Ist September, 1956. The 
Hospital is recognised for the M.R.C.O.G. and D.Obst.R.C.0.G. 

Application forms from the  Physician- Superintendent. 
Stamped addressed envelope should be enclosed. 

LAMBETH HOSPITAL, Brook-drive, $.E.11. South West 
METROPOLITAN REGIONAL HOSPITAL BOARD. AN/ESTHETIC 
REGISTRAR required. The D.A. is not essential, but ry 
Hospital is recognise d for both this Diploma and the F.F.A.R.C, 
Appointment is for 2 years subject to review after 12 months. 

For forms of application apply (including stamped addressed 
envelope) to the Secretary, Lambeth Group Hospital Manage- 
ment Committee, Renfrew-road, 8.E.11, to whom completed 
forms should be returned not later than 18th August, 1956. 
MARLBOROUGH DAY HOSPITAL, 38, Mariborough- 
place, N.W.8. NORTH WEST MFTROPOLITAN REGIONAL HOS- 
PITAL BOARD. PSYCHIATRIC REGISTRAR for 8 sessions per 
week. Successful applicant required to undergo personal 
analysis, which will be given free of charge. Clinic may be 
visited by direct appointment. 

Application forms obtainable from, and returnable to, Group 
Secretary, Central Middlesex Group Hospital Management 
Committee, Acton-lane, N.W.10, by 15th August, 1956. 
MEMORIAL HOSPITAL, Shooters Hill, Woolwich, 
S.E.18. SENIOR HOUSE OFFICER (Casualty Department), 
vacant early September. Recognised for F. R.C.8 6 months 
resident appointment and may then be renewed. Salary £745 
p.a., less £150 p.a. for residence. 

Apply to Secretary. 

NATIONAL HOSPITALS FUR NERVOUS DISEASES. 
Applications are invited for the posts of RESIDENT MEDICAL 
OFFICER and HOUSE PHYSICIAN (resident) at Maida Vale 
Hospital for Nervous Diseases, London, W.9. Appointments in 
the first instance for 6 months, renewable. Grading as Senior 
tlouse Officer or Registrar according to experience. Preference 
will be given to candidates holding a higher degree and previous 
neurological experience will be an asset. 

Applications, with copies of 3 recent testimonials, should be 
sent to the Secretary at Maida Vale Hospital, not later than 
25th August, 1956. 

NELSON HOSPITAL, Kingston-road, Merton, 8.W.20. 
RESIDENT ANAESTHETIST (sScnior House Officer grade). 

Applications, stating age, experience and qualifications, with 
copies of testimonials and the name of 1 referee, should be sent 
to the Group Secretary, St. Helier Hospital, Carshalton, Surrey. 
PRINCESS BEATRICE HOSPITAL, Earlts Court, S.W.5. 
Applications are invited from registered medical practitioners 
for the post of RESIDENT CASUALTY OFFICER (some 
duties). Senior House Officer grade. Recognised 
for F.R. 

Applic am stating age, qualifications, with 3 testimonials, 
to the House Governor immediately. 
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PUTNEY HOSPITAL, Lower Common, London, S.W.15. 
HOUSE SURGEON (resident), vacant Ist September, 1956. 
Open to registered practitioners and pre-registration candidates. 
Apply Hospital Secretary, enclosing copies of 3 recent 
testimonials, by 15th August, 1956. 
NORTH WIDDLESEX HOSPITAL, Edmonton, N.18. 
RESIDENT AN-ESTHETIST (Senior House Officer) required 
for 15th September. Appointment for 1 year. Hospital is 
recognised for training for D.A. and F.F.A.R.C.S., and offers a 
wide experience in anzwesthetics (over 10,000 operations a year). 
Applications, stating age, nationality, qualifications, experi- 
ence, with copies of recent testimonials and/or names of 2 
referees, to Secretary of Hospital, by L4th August. 
REGIONAL NEUROSURGICAL CENTRE (66 Beds), 
BROOK GENERAL HOSPITAL, Shooters Hill-road, S.E.18. SENIOR 
HOUSE OFFICER (neurosurgery), vacant 22nd August. Post 
recognised for F.R.C.S. and D.P.M. and provides excellent 
for training in neurology. 
Apply to Group Secretary, Memorial Hospital, Woolwich, 
E.18. 


ROYAL COLLEGE OF SURGEONS and ST. JAMES 
HOSPITAL, Balham. Applications are invited for a 2-year 
appointment of REGISTRAR in Pathology (commencing Ist 
October) who will work the first year at St. James’ Hospital 
(resident or non-resident) and the second year in the Department 
of Pathology at the Royal College of Surgeons of England. 
Further particulars and application form, which must be 
———, and returned by 22nd August, from Group Secretary, 
James’ Hospital, Balham, 8.W.12. 


ROVAL FREE HOSPITAL. Applica-ions are invited 
from registered medical practitioners for the post of SENIOR 
CASUALTY OFFICER at the Royal Free Hospital, Gray’s 
Inn-road, W.C.1. The appointment is full-time, resident, for 
6 months : duties to commence Ist October, 1956. Salary and 
conditions of service in accordance with those laid down by the 
Ministry of Health for Senior House Officers. 

Application forms may be obtained from the Secretary, Royal 
Free Hospital, Gray’s Inn-road, W.C.1, to oe they should 
be returned not later than Ist st September, 1956. 
ROYAL FREE HOSPITAL GROUP. Applications are 
invited for the post of JUNIOR RESIDENT AN-STHETIST. 
Applicants must be registered medical practitioners. The 
appointment is for 6 months, duties to commence on Ist October, 
1956. Salary and conditions of service in accordance with the 
Ministry of Health scale for House Officers. 

Application forms may be obtained from the Secretary, The 

Royal Free Hospital, Gray’s Inn-road, W.C.1, to whom they 
should be returned not later than 25th August, 1956. 
ROYAL FREE HOSPITAL GRUUP. Applications are 
invited for the post of SENIOR RESIDENT ANASTHETIST. 
Applicants must be registered medical practitioners. The 
appointment is for 6 months from Ist October, 1956, with duties 
at the North Western Branch and Hampstead General Hospital. 
Sulary in accordance with the Ministry of Health scale for 
Senior House Officers. 

Application forms may be obtained from the Secretary, The 
Royal Free Hospital, Gray’s Inn-road, W.C.1, to whom they 
should be returned not later than 25th August. 195 
ROYAL FREE HOSPITAL GROUP. A oplications are 
invited for the post of RESIDENT P ATHOL OGIST (House 
Officer), vacant Ist September, 1956, from registered Men and 
Women practitioners. The post is for 6 months, renewable for 
a further 6 months. Salary and conditions of service in accord- 
ance with the scale laid down by the Ministry of Health for 
House Officers. 

Application forms may be ohnioet from the Secretary, Royal 
Free Hospital, Gray's Inn- road, 1.1, to whom they should be 
returned not later than 23rd 1956. 
ROYAL NATIONAL THROAT, NOSE AND EAR HOS- 
PITAL, Gray’s Inn-road, W.C.1, and Golden-square, W.1, with 
which is associated the Institute of Laryngology and Otology 
(University of London). General Practitioner CLINICAL 
ASSISTANTS and OUTPATIENT ASSISTANTS. These 
appointments give those engaged in general practice who are 
able to attend for 2 sessions weekly over a period of 15 months 
commencing in October, 1956, the opportunity of widening 
their clinical experience in the specialty. At the end of 3 months 
training period the holders will be appointed as Outpatient 
Assistants with remuneration under paragraph 10(6) of the 
National Health Service terms and conditions of service. 

Further particulars may be obtained from the House Governor. 


ROYAL NORTHERN HOSPITAL, Holloway, and PRINCE 
OF WALES HOSPITAL, Tottenham. SENIOR HOUSE OFFICER 
(Trainee) for Radiotherapy Departments at above Hospitals 
which can be visited by appointment. 

Applications, with copies of recent testimonials, to be sent 
to Hospital Secretary, Royal Northern Hospital, N.7, by 18th 
SOUTH LONDON FOR WOMEN, Clapham 
Common, 38.W.4. pplications are invited from ~gistered 
Women medical eactiti ioners for the appointment of RESI- 
DENT MEDICAL OFFICER (Senior House Officer grade). 
Appointment for 1 year. Duties include care of children’s 
ward. Vacant 20th August, 1956. 

Application forms from the Secretary. 

SOUTH LONDON HOSPITAL FUR wumeN, Ciapnam 
Common, 8.W.4. Locum RESIDENT MEDIC Way OFRIC ER 
required at the above Hospital from 20th August, 1956. Senior 
House Officer grade. 

Apply to Secretary. ee 
SOUTH LONDON HOSPITAL FOR WOMEN AND 
CHILDREN, Clapham Common, S.W.4. Applications are invited 
from pre-registration and registered Women medical practi- 
tioners for the post of HOUSE PHYSICIAN vacant on 11th 
October, 1956, for a period of 6 months. 

Forms of application from the Secretary. 
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SOUTH LONDON HOSPITAL FOR WOMEN AND 
CHILDREN, Clapham Common, 8.W.4. SOUTH WEST METRO- 
POLITAN REGIONAL HOSPITAL BOARD. Applications are invited 
from registered W _— n medical practitioners for the post of 
Full-time SURGIC. REGISTRAR (resident, or non-resident 
- if living near the Hoopital). The post will become vacant on 
3ist October, 1956. The appointment is normally for 2 years, 
but subject to review at the end of the first year. Canvassing 
will disqualify, but candidates are not precluded from visiting 
the Hospital if they so desire. 

For form of application apply (enclosing a stamped addressed 
envelope) to the Secretary, Lambeth Group Hospital Manage- 
ment Committee, Renfrew-road, 8.E.11, to whom completed 
applications should be returned not later than 18th August. 1956. 
SOUTH EAST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. Applications are invited for an appointment as 
Whole-time REGISTRAR in General Medicine to fill a vacancy 
in the approved trainee establishment at the Bermondsey and 
Southwark Group of hospitals. The appointment will be in 
accordance with the terms and conditions of service of hospital 
medical and dental staffs (England and Wales), and will be for 
1 year in the first instance. 

Applications, giving particulars of age, qualifications and 
experience with relevant dates, together with the names and 
addresses of 2 referees, to be sent to the Secretary, Registrars 
Committee, South East Metropolitan Regional Hospital Board, 
ll, Portland- -place, W.1, not later than 18th August, 1956. 
SOUTH EAST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. Applications are invited for an appointment as 
Whole-time REGISTRAR in General Surgery to fill a vacancy 
in the approved trainee establishment in the Camberwell Group 
of hospitals, as from 21st October, 1956. The appointment will 
be in accordance with the terms and conditions of service of 
hospital medical and dental staffs (England and Wales), and 
will be for 1 year in the first instance. 

Applications, giving particulars of age, qualifications and 
experience with relevant dates, together with the names and 
addresses of 2 referees, to be sent to the Secretary, Registrars 
oy South East Metropolitan Regional Hospital Board, 
11, Portland-place, W.1, not later than 18th August, 1956. 
SOUTH EAST METROPOLITAN REGIONAL HCS- 
PITAL BOARD. Applications are invited for an appointment as 
Whole-time REGISTRAR in Thoracic Surgery for duty at the 
Regional Thoracic Unit at the Brook General Hospital, Shooters 
Hill, S.E.18, and also at Grove Park Hospital. Marvels-lane, Lee, 
8.E.12. The work includes both tubercular and non-tubercular 
chest surgery. The appointment will be in accordance with the 
terms and conditions of service of hospital medical and dental 
staffs (England and Wales), and will be for 1 year in the first 
instance. 

Applications, giving particulars of age, qualifications and 
experience with relevant dates, together with the names and 
addresses of 2 referees, to be sent to the Secretary, Registrars 
Committee, South East Metropolitan Regional Hospital Board, 
11, Portland-place, London, W.1, not later than 18th August, 1956. 
ST. MARY ABBOTTS HOSPITAL, Marloes-road, Ken- 
sington, W.8. Applications are invited for appointment as : 

(1) MEDICAL REGISTRAR, vacant Ist November, 1956. 

(2) REGISTRAR in Anesthetics. Position based at St. Mary 
Abbots Hospital, but expected to work at other hospitals in 
Group, if required. Post recognised for the D.A. Resident on 
nights on duty. Vacant 17th October, 1956. 

Candidates may visit Hospital by arrangement. 

Applications (5 copies) to be submitted by 17th August, 1956, 

on forms obtainable from, and returnable to, Group Secretary 
(L.92), 5, Collingham-gardens, London, 8.W.5. 
ST. MARY'S HOSPITAL, W.2. Applications are invited 
from suitably qualified practitioners for the post of non-resident 
Whole-time REGISTRAR in General Medicine. The successful 
applicant will be required to undertake work in the Casualty 
and Outpatient Departments as well as having certain inpatient 
duties. The appointment will be for a first period of 12 months, 
as from Ist October, 1956. 

Applications, stating nationality, date of birth, permanent 
address, qualifications with dates, details and National Health 
Service gradings of previous and present appointments, together 
with the names and addresses of 3 referees, should reach ALAN 
PowpitTcn, House Governor, not later than 15th August, 1956. 
ST. MARY’S HOSPITAL, W.2. Applications are invited 
for the post of Part-time OUTPATIENT SURGICAL ASSIS- 
TANT for 3 notional half-days per week (Monday P.M., Wednes- 
day A.M., Wednesday P.M.) graded Senior House Officer. This 
appointment is designed for Men or Women who have already 
passed their Primary F.R.C.S. and is ideally suited to those 
reading for the Final as a large number of clinical cases are 
available ; it will be for a first period of 12 months as from a 
date to be arranged. 

Applications, stating rationality, date of birth, permanent 
address, qualifications with dates, details and National Health 
Service gradings of previous and present appointments, together 
with the names and addresses of 3 referees, should reach ALAN 
PownitcH, House Governor, not later than 14th August, 1956. 


ST. MARY’S HOSPITAL, Paddington, w.2, and the 
NORTH WEST METROPOLITAN REGIONAL HOSPITAL BOARD. 
SENIOR REGISTRAR in General Medicine required on 
Ist October, 1956, for a combined appointment which will 
normally be for a period to 3lst August, 1960; namely, first 
and final periods at St. Mary’s Hospital; second | third 
periods at West Middlesex Hospital. Possession of a higher 
medical qualification essential. Hospitals may be visited by 
direct appointment. 

Applications, stating nationality, date Of birth, permanent 
address, qualifications with dates and details and National 
Health Service gradings of previous and present appointments, 
together with the names and addresses of 3 referees, should 
reach ALAN PowpitTcH, House Governor, not later than 15th 
August, 1956. 


ST. CHARLES’ HOSPITAL, Ladbroke-grove, 

(581 Beds.) Applications are invited for the post of CAST 
OFFICER (Senior House Officer), non-resident (1 of 2 
mencing 3rd September. 

Applications, stating age, qualifications, experience, and 

names and addresses of 2 referees, to reach Hospital Secretary 
by 15th August, 1956. 
ST. CLEMENT'S HOSPITAL, London, E.3. Senior House 
OFFICER required for Psychiatrie Unit consisting of 24 
observation beds and 36 beds for treatment of neuroses and 
early psychoses. Unit run in conjunction with the London and 
Claybury Hospitals. Post recognised for D.P.M. Vacant now. 

Apply to Group Secretary, Bow Group Hospital Management 
Committee, Committee Offices, 24, Bow-road, E.3, with names 
of 3 referees. 

ST. FRANCIS’ HOSPITAL, Constance-road, 

Dulwich, S.E.22. (373 geriatric and long-stay chronic 
CAMBERWELL HOSPITALS MANAGEMENT COMMITTE Applica- 
tions invited for appointment as SENIOR HOU SE OFFICER 
(medical duties). Unit unde r direction of full-time Geriatrician ; 
association with ‘‘ half-way’’ home: pre-admission and follow-up 
outpatient clinics ; facilities for investigations. Salary £745 
a year, less charge for residence. Post vacant from Ist September. 

Applications, stating age, qualifications and experience, 
enclosing copy testimonials, to the Group Secretary, Camber- 
well | ——— Management Committee, Dulwich Hospital, 
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TALTY 
), com- 


, East 
sick.) 


JAMES’ HOSPITAL, Balham, 8.W.12. Senior House 
OFFIC ER (anesthetics) required from Ist August. (Locum 
basis Ist-13th August, permanent appointment commencing 
14th August.) Post recognised for D.A. and F.F.A.R.C.S. 

Applications, stating age, qualifications, experience and names 

of 2 referees, to Group Secretary, Wandsworth Hospital Group, 
at above address. 
ST. OLAVE’S HOSPITAL, 
8.E.16. BERMONDSEY AND SOUTHWARK HOSPITAL MANAGEMENT 
COMMITTEE. SENIOR HOUSE OFFICER (anesthetics), 
required at above Hospital. Salary £745 p.a., appointment 
initially for a period of 1 year “re cot September, 1956. Post 
recognised for D.A. and F.F.A 

Applications, with full de sails of 2 referees, should 
be sent within 1 week of advertisement appearing, to the 
Secretary at above address. 


ST. PETER’S, ST. PAUL’S AND ST. PHILIP’S HOS- 
PITALS,. RESIDE NT SURGICAL OFFICER (Senior Registrar 
grade) required for St. Peter’s Hospital on Ist October, 1956. 
Applications invited from Male candidates on the British register 
who have completed their training in general surgery. Appoint- 
ment for 6 months, with opportunity for a further 6 months 
if recommended. Candidates should be prepared to spend 
1 year at the Hospital if required. 

Applications (12 copies), with 12 copies of 3 recent testimonials, 
should reach the House Governor, St. Peter’s Hospital, Henrietta- 
street, W.C.2, by 8th September, 19% 56. 


ST. THOMAS’S HOSPITAL, London, “8.E.1. Medical 
REGISTRAR “%o the Department - Metabolic Diseases for 
a period of 1 year in the first instan 

Applications, naming 2 referees, to ‘the Clerk of the Governors 
by 17th August, 1956. 


ST. THOMAS’S HOSPITAL, London, 8.E.1. Senior 
REGISTRAR to the Department of Anesthetics for a period 
of 1 year in the first instance. Whole-time. 
2 to the Clerk of the Governors 
Ist August, 


= HOSPITAL ae sick CHILDREN, Great Ormond- 
street, London, W.C.1. There will be vacancies for —_ following 
— House Officers on 15th November, 1956 
HOUSE PHYSICIAN. 
i HOUSE SURGEON to the Orthopedic and Plastic 
Departments. 

Further particulars and form of application, which must be 
returned not later than 3rd September, 1956, are obt..inable from 
the 

. RUTHERFORD, House Governor and Secretary. 


THE aaa FOR SICK CHILDREN, Great Ormond- 
street, London, W.C.1. There is a vacancy fora Full-time NON- 
RESIDENT REGISTRAR to the Department of Physical 
Medicine (Registrar grade). The post is recognised to count for 
1 year towards the Diploma in Physical Medicine. 

‘urther particwars and form of application, which must be 
returned not later than 3rd September, 1956, may be obtained 
from the undersigned. 

H. F. RUTHERFORD, House Governor and Secretary. 


THE HOSPITAL FOR SICK CHILDREN, Great Ormond- 
street, London, W.C.1. There will be a vacancy on Ist November, 
1956, for a RESIDENT OFFICER to the Neurological and 
Neurosurgical Department (Senior House Officer). 

Further particulars and form of application, which must be 
returned not later than Monday, 3rd September, 1956, may 
obtained from the undersigned. 

. F. RuTHERFORD, House Governor and Secretary. _ 


UNIVERSITY COLLEGE HOSPITAL, Gower-street, 
V.C.l. SENIOR MEDICAL REGISTRAR required et the 
Seapibal for Tropical Diseases, 4, St. Pancras-way, London, 
N.W.1, from 17th September, 1956. Appointment for 1 year, 
renewable. 
Applications, with names of 2 referees, to Administrator and 
Secretary by llth August, 1956 


UNIVERSITY COLLEGE “HOSPITAL, Gower-street, 
W.C.1. Applications are invited for the post of RESIDENT 
PATHOLOGIST (graded Senior House Officer) - the Depart- 
ment of Clinical Pathology for a period of 1 ye 
Applications, with the names of 2 referees, i. ‘Administrator 
and Secretary by 18th August, 1956. 
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Ad COLLEGE HOSPITAL, Gower-street, 
Applications | invited for the post of RESIDE NT 
ASSIST, ANT ANAS TIC REGISTRAR (graded Senior 
House Officer) for 6 am from Ist September, 1956. 

Applications, with names of 2 referees, to Administrator and 
Secretary by 18th August, 1956. 

WANSTEAD HOSPITAL, Hermon Hill, London, E.11. 
(191 Beds.) HOUSE SU RGEON required. Post vacant 15th 
September, 1956. Recognised for F.R.C.S. 

Applications, with full details and copies of 2 recent testi- 
monials, should be sent immediately to Sec retary, Forest Group 
Hospital Management Committee, Langthorne-road, 1. 
west HOSPITAL, Hammeremith-read, w.6. 
RESIDENT CASUALTY OF FIC ER (Senior House Officer 
grading) re 26th September. 

Applications, stating age, qualifications, experience, copies of 2 
recent testimonials, to Secretary by 18th August. 
WESTMINSTER HOSPITAL, St. John’s-gardens, S.W.1. 
Applications are invited for the post of RESIDENT MEDICAL 
OFFICER (Female) at Parkwood Auxiliary Hospital, Swanley 
Kent, for 1 year in the first instance and renewable. Graded as 
Junior Hospital Medical Officer. A deduction of £170 p.a. will 
be made from the salary for The post offers 
opportunity for study. 

Applications (4 copies), 
Governor. 
WESTMINSTER HOSPITAL, St. John’s-gardens, S.W.1, 
and KINGSTON HOSPITAL, 26, Wolverton-avenue, KINGSTON-ON- 
THAMES, SURREY. Applications invited for the joint appoint- 
ment of SENIOR SURGICAL REGISTRAR to start Ist 
December, 1956. Annual appointment up to 4 years. Successful 
candidate will work at Kingston Hospital for approximately 2 

<r, then at Westminster Hospital. Candidates must be 

aeolie ations (14 copies), with names of 3 referees, to reach 
House Governor, Westminster Hospital, by 25th August. 
WHITTINGTON HOSPITAL, N.19. Locum Tenens 
ORTHOPAEDIC REGISTRAR required at above Hospital 
from 16th August, 1956. 

Write or call Medical Superintendent (ARC. 3070, Ext. 100). 
ABERDEEN GENERAL HOSPITALS BOARD OF MAN- 
AGEMENT. Applications are invited for the appointment of 
REGISTRAR in the Department of Radiology at the Aberdeen 
Royal Infirmary. The post is a whole-time one and is non- 
resident. Salary and conditions of service in accordance with 
the terms issued by the Department of Health for Scotland. 

Applications, with the names of 2 referees, should be lodged 
with the Secretary, Aberdeen General Hospitals, P.O. Box 92, 
62, Queen’s-road, Aberdeen, within 14 days of the appearance 
of this advertisement. 
ALTON. HENRY GAUVAIN HOSPITAL. Lord Mayor 
TRELOAR GROUP HOSPITAL MANAGEMENT COMMITTEE. Applica- 
tions are invited for the post of Whole-time REGISTRAR in 
hospital of 114 Beds for surgery, non-pulmonary tuberculosis 
and orthopedics. Post vacant early in September for 1 year, 
renewable for a second. Preference given to candidates holding 
F.R.C.S. Person appointed to act as Deputy to Surgeon- 
Superintendent. Residence in house near Hospital can probably 
be provided for married man. 

Write for application form to the Secretary, Lord Mayor 


with names of 2 referees, to House 


Treloar Group Hospital Management Committee, Treloar 
Hospital, Alton, Hants. 
ARLESEY, BEDFORDSHIRE. THREE COUNTIES 


HOSPITAL (Mental). (1300 Beds.) NORTH WEST METROPOLITAN 
REGIONAL HOSPITAL BOARD. REGISTRAR in’ Psychiatry 
(resident or non-resident) required at above Hospital. All forms 
of treatment carried out and outpatient clinics held at the local 
General Hospitals. Facilities for research work and for attend- 
ance at D.P.M. and other courses in London. Hospital may be 
visited by direct appointment. 

Application forms obtainable from, and returnable to, sg 

Medical Superintendent, Three Counties Hospital, Arlesey 
Beds, by 14th August, 1956. 
ASHFORD HOSPITAL, Ashford, Middlesex. (560 Beds.) 
STAINES GROUP HOSPITAL MANAGEMENT COMMITTER. Required. 
RESIDENT HOUSE OFFICER (Male) for general medical and 
surgical duties. 6 months appointment, vacant Ist September, 
1956, not suitable for pre-registration candidates. 

Applications, stating age, qualifications and experience, 

with copies of up to 3 recent testimonials, to Medical Director 
of Hospital. 
AYLESBURY, BUCKINGHAMSHIRE. STOKE MANDE- 
VILLE HOSPITAL. (609 Beds.) Applications are invited for the 
post of RESIDENT HOUSE PHYSICIAN in the Department 
of Medicine. Pre-registration post but registered practitioners 
may apply. Duties include responsibility for 20 acute medical 
beds and 15 tuberculosis beds. Post vacant 19th September, 
1956. 

Applications, with copies of 2 testimonials, to the Adminis- 
trative Officer 
AYLESBURY, BUCKINGHAMSHIRE. STOKE MANDE- 
VILLE HosPITAL. (609 Beds.) HOUSE PHYSICIAN for the 
Pediatric Department. The post qualifies for D.C.H. Duties 
will include care of children in Infectious Diseases Unit, Plastic 
Unit and Outpatients Department Royal Buckinghamshire 
Hospital. Recognised pre-registration post, applications from 
registered practitioners will be considered. Post vacant 10th 
September, 1956. 

Apply, with copies of 
Officer. 
BEDFORD GENERAL HOSPITAL. (439 Beds.) Locum 
AN-ESTHETIC REGISTRAR required 3 months commencing 
September or sherter period, Salary £17 10s. per week. 

Applications end testimonials to Group Secretary, Bedford 
Group Hospital Management Committee, 3, Kimbolton-road, 


2 testimonials, to the Administrative 


Bedford, 
34 


AMENDED ADVERTISEMENT 
ASHTON, HYDE AND GLOSSOP HOSPITAL MANAGE- 
MENT COMMITTEE. SENIOR HOUSE OFFICER (obstetrics/ 
gynecology) required at Ashton-under-Lyne General Hospital. 
Bed conan ment 82 obstetric and 26 gynecology. Recognised 
for M.R.C.O.G. Vacant ist September, 1956 (previously 
advertised as vacant 4th August, 1956). 

Applications, with copies of 2 testimonials, should be for- 

warded to the Group Secretary, Ashton-under-Lyne General 
Hospital, Ashton-under-Lyne, Lancs. 
BEVERLEY, YORKSHIRE. WESTWOOD HOSPITAL. 
(229 Beds.) "HOU SE SURGEON (first, second, or third post), 
jhe early September. General surgical duties, some ortho- 
peedics. Offering good opportunity for general experience in busy 
acute general hospital. Married quarters available. Recognised 
for F.R.C.S. Approved pre-registration post. Fully qualified 
practitioners may apply. 

Applications to Group Secretary. 

BEVERLEY, YORKSHIRE. WESTWOOD HOSPITAL. 
ASSISTANT PATHOLOGIST (Senior House Officer grade) 
required in Area Laboratory with attendance at Branch Labora- 
tory. Driffield. Offers experience all branches of pathology. 
Salary £745. 

Detailed applications to Group Sec 

BEVERLEY, YORKSHIRE. we WOOD HOSPITAL. 
(229 Beds.) ’Pre- -registration HOU SE Orric ER in Obstetrics 
and Gynecology, vacant mid-August. Hospital has Maternity 
Unit of 22 Beds and Gynecological Annexe of 18 beds. Fully 
qualified practitioners may apply. . 

Detailed applications to Group Secretary. 

BEVERLEY, YORKSHIRE. WESTWOOD HOSPITAL. 
(229 Beds.) ORTHOPAZDIC HOUSE SURGEON (first, 
second, or third post). Married accommodation available. 
Offers ‘good opportunity for general experience in busy acute 


general hospital. Approved pre- post. Fully 
— practitioners may apply. ecognised for F.R.C.S. 
acant now. 


_ Apply Group Secretary. 


BOLTON DISTRICT GENERAL HOSPITAL. (604 Beds.) 
RESIDENT HOUSE PHYSICIAN for the Department of 
Peediatrics. Not available to pre-registration candidates. 


Tenable for 6 months. Hospital recognised for D.C.H. 

Applications, stating age, nationality, qualifications, experi- 
ence and the names of 2 referees, to Group Secretary, Bolton and 
—— Hospital Management Committee, The Royal Infirmary, 

olton 
BIRMINGHAM REGIONAL HOSPITAL BOARD. 

(1) Birmingham (Dudley Road) Group, Dudley Road 
Hospital, Birmingham, 18 

REGI STR AR (E.N.T. surgery) required at Birmingham and 
Midland Ear and Throat Hospital (resident). Recognised for 
D.L.O. and F.RA 

(2) Biemiagham (Sanatoria) Group, Yardley Green 
Hospital, Birmingham, 

REGIST Re AR (Thoracic Surgical Unit—66 Beds) for Yardley 
Green Hospital. Resident or non-resident. Tuberculous and 
non-tuberculous undertaken. Experience in general surgery 
essential. If married a house near Hospital may be made 
available. 

(3) Birmingham mage * Oak) Group 25, Oak Tree- 
Birmingham, 

REGISTRAR (pathology) for Birmingham Accident Hospital. 
Vacant September. Previous experience essential. Recognised 
(12 months) for Diploma in Pathology. Further details from 
Consultant Pathologist. 

(4) Coventry Group No. 20, Stoney Stanton-road, 
Coventry 

(a) REGISTRAR (anesthetics) for Coventry and Warwick- 
shire and Gulson i) Experience specialty essential. 
Recognised F.F.A 

(6) REGISTR: surgery) for Hospital of St. Cross, 
Rugby (156 Beds). Vacant 9th October. Experience in 
specialty essential. Higher qualification desirable. Recognised 
F.R.C.S._ Resident. Married quarters available. 

(5) Shrewsbury Group, Royal Salop 
Shrewsbury 

(a) REGISTRAR (anesthetics) for Shrewsbury Group and 
Robert Jones and Agnes Hunt Orthopedic Hospital. Resident/ 
non-resident. Recognised for D.A. and F.F.A.R.C.S. Duties 
mainly in Shrewsbury Group. 

(b) REGISTRAR (obstetrics and gynrcology) for rer 
Salop Infirmary/Copthorne Hospital. Recognised for M.R.C. 
(Gyveecology). Duties include teaching and considerable Slinteal 
responsibility. 

Application forms from Hospital Management Committee 
Secretaries, to be returned before 13th August, 1956. 
BIRMINGHAM. THE UNITED BIRMINGHAM HOS- 
PITALS. THE CHILDREN’S HOSPITAL, Ladywood-road, BIRMINGHAM, 
16. Applications are invited for the post of SURGICAL 
REGISTRAR (non-resident), vacant Ist September, 1956. 
Excellent opportunities exist for performance of pediatric 
surgery in close association with the Consultant Surgeons of the 
Teaching Hospital. Preference will be given to candidates 
holding a higher qualification. Residence in the Hospital will 
be required when the Resident Surgical Officer is absent. 

Forms of application may be obtained from the House 
Governor, and should be returned immediately. 

G. A. PHALP, Secretary to the Board of Governors. 
BIRMINGHAM AND MIDLAND EYE HOSPITAL, 
Church-street, BIRMINGHAM. 3. HOUSE SURGEON required. 
Appointment for 6 months, but renewable. Hospital carries 
resident staff of 5 and provides a 2-year course of instruction. 
Recognised for the D.O. (England) and F.R.C.S. (England) 
in Ophthalmology. Wide experience available in all branches, 
including surgery. 

Detailed applications by 11th August, 
Dudley Road Hospital, Birmingham, 18. 


Infirmary, 


to Group Secretary, 
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BIRMINGHAM, 9. LITTLE BROMWICH GENERAL 
HOSPITAL. PA©DIATRIC HOUSE PHYSICIAN (Male/Female 
vacant Ist October, 1956. Recognised for D.C.H., includ 
— infectious diseases wards, Neonatal Department, anu 
clinics. 

__ Apply Physician-Superintendent. 


BOVEY TRACEY (near), SOUTH DEVON. HAWK- 
MOOR CHEST HOSPITAL. (214 Beds including Thoracic Surgery 
Unit of 43.) There will shortly be a vacancy for a JUNIOR 
HOSPITAL MEDICAL OFFICER. A house may be available 
for a married candidate. 

Applications, stating age, qualifications and experience, with 
names of referees or copies of testimonials, to be addressed to the 
Medical Superintendent. 

BRAINTREE, ESSEX. BLACK NOTLEY HOSPITAL. 
(516 Beds.) Applications invited for post of HOUSE OFFICER 
(orthopeedic surgery). Duties include care of cases from London 
Hospital Orthopedic Department. First, second, third or pre- 
—. post ; tenable for 6 months. Recognised for 


Applications, with copies of 3 testimonials, to Group Secre- 

tary, Colchester Hospital Management Committee, 14, Pope’s- 
lane, Colchester, Essex. 
BRIGHTON. ROYAL ALEXANDRA HOSPITAL FOR 
SICK CHILDREN, Dyke-road. (129 Beds.) SENIOR HOUSE 
OFFICER required from ist September, 1956. Candidates 
re had experience in pediatrics. The post is recognised 
or 

Applications, stating usual particulars, together with copies of 
2 testimonials and naming 2 referees, to the Administrative 
Officer as soon as possible. 
BRIGHTON, 7. ROYAL SUSSEX COUNTY HOSPITAL. 
JUNIOR HOSPIT AL MEDICAL OFFICER required 20th 
August as Senior Casualty Officer (salary £775-€50—-£1075). 
Locum might be considered pending permanent appointment. 

Applications, giving usual particulars, together with the names 
of 2 referees, to the Administrative Officer. 
BRISTOL. COSSHAM/FRENCHAY HOSPITAL 
MANAGEMENT COMMITTEE. FRENCHAY HOSPITAL. (542 staffed 
beds, expanding.) Applications are invited for SENIOR HOUSE 
OFFICER posts in the Regional Department of Neurosurgery. 
Vacancies will arise mid-August and at the end of September 
next. These posts offer useful surgical experience and the 
opportunity of gaining a svar | knowledge of neurological 
diagnosis. Recognised for F.R.C 

Applications to the Secretary, "ober Hospital, quoting 

2 referees required. 
BRISTOL. COSSHAM FRENCHAY HOSPITAL MAN- 
AGEMENT COMMITTEE. Applications are invited for the appoint- 
ment of RESIDENT ANASSTHETIST at Frenchay Hospital 
(542 Beds, general medicine and surgery and regional depart- 
ments of neuro, plastic and thoracic surgery). The appointment 
will be made either in the House Officer grade or in the Senior 
House Officer grade according to qualifications and experience 
of the successful candidate. 

Applications, naming 2 referees, to be “poy to the Group 
Secretary, Frenchay Hospital, Bristol, 3lst August, 1956. 
BRISTUL. MANOR PARK HoseITRE Junior Hospital 
MEDICAL OFFICER required. Salary #£775-£50-£1075. 
Unfurnished flat available at economic rent close to Hospital. 
The Hospital (750 Beds) caters for acute and chronic illness in 
older age groups. All ancillary services available. Consultant 
staff visits regularly. Ample time for postgraduate study. 

Applications, stating age, nationality, whether married or 
single, experience, qualifications, and names and addresses of 
2 referees, to be sent to Group Secretary, Manor Park Hospital, 
Manor-road, Fishponds, Bristol, within 14 days of the appearance 
BURTON-ON-TRENT. THE GENERAL HOSPITAL. 
HOUSE SURGEON required at the above Hospital. Post 
recognised for pre-registration purposes. 

Apply Group Secretary. = 
BURY AND ROSSENDALE HOSPITAL MANAGEMENT 
COMMITTEE. BURY GENERAL HOSPITAL. Applications are invited 
for the — of HOUSE OFFICER in Surgery (pre-registration), 
now vac 

Apply, +o age, experience and names of 2 referees, to— 

H. W ——. Group Secretary. 

Bury General Hospital, Bury, Lancs. 

An tions are invited for the resident post 
of SENIOR HOUSE ‘OFFICER 

Apply, geting age, qualifications, experience, nationality, and 
of 2 referees, to H. WILKI retary. 

Bury General Hospital, Bury, Lan 


CAMBRIDGE. HOSPITAL. Tem 

rary RESIDENT ANAZSTHETIC SENIOR HOUSE OFFIC ER 
required 9th-23rd September in first instance. Anesthetic 
experience essential. 

Apply, stating age, nationality, qualifications and experience 
with dates, and copies of 3 testimonials, to Secretary by 17th 
August. 
CAMBRIDGE. ADDENBROOKE’S HOSPITAL. Casualty 
OFFICER (Senior House Officer grade) required at above 
Hospital from 25th September, 1956, non-resident if desired. 

Apply, with full particulars and copies of 3 recent testi- 
monials, to the Secretary by 18th August. 


CARSHALTON, SURREY. QUEEN MARY’S HOSPITAL 
FOR CHILDREN (A general children’s hospital of 853 Beds.) 
HOUSE SURGEON (resident ) for acute genéral surgery required 
for 6 months. Applicants must have completed 12 seenthe 
Pre-registration Service. 

Applications, stating age and qualifications together with 
1 recent testimonial and the names of 2 referees, should be 
submitted to the Group Secretary by 18th August, 1956. 


CARSHALTON. QUEEN MARY’S HOSPITAL FOR 
CHILDREN. (853 Beds.) SURGICAL AND ORTHOPAZDIC 
REGISTRAR required for duties which include 60 orthopedic 
beds and shared Registrar responsibility for 60 acute and general 
beds. Applicants are invited to visit the Hospital by appoint- 
ment with the Physician-Superintendent. 

Applications which should be made on forms obtainable 
— the Group Secretary should be returned by 18th August, 

CARLISLE. GARLANDS HOSPITAL. (1060 Beds.) 
Applications are invited for the post of JUNIOR HOSPITAL 
MEDICAL OFFICER at the above Mental Hospital. Resident 
post. Flat is available for which a deduction will be made. 
Salary scale £775—-£50-£1075 p.a. Appointment subject to the 
National Health Service superannuation regulations and to the 
a and terms of service laid down by the Minister of 
ea 

Applications, stating age, qualifications and experience, and 
the names of 2 referees, should be sent to the Medical Superin- 
tendent as soon as possible. 

CHELMSFORD HOSPITAL MANAGEMENT COM- 
MITTEE. Locum MEDICAL REGISTRAR required for period 
28th August—25th September. 

Applications, with 2 recent testimonials, to the Secretary, 
Chelmsford Hospital Management Committee, London-road, 
Chelmsford. 

CHELMSFORD AND ESSEX HOSPITAL. Applications 
are invited for the resideat post of CASUALTY OFFICER 
(Senior House Officer). It is recognised for the F.R.C.S. and 
offers excellent experience in the treatment of fractures and 
diagnosis of acute medical and surgical emergencies. Oppor- 
tunity is given for Casualty Officer to follow up his cases in the 
wards and to obtain operating experience in major theatre 
under the dance of the Consultants or the Resident Surgical 
Officer. Off duty time is generous and the post is one likely to 
suit both an officer seeking a higher qualification in surgery or 
one intending General Practice. The vacancy will occur on 


2nd ‘September. 
Chelmsford Hospital Com- 


Apply Secreta 
mittee, Chelmsford and Essex Hospital, Chelmsfo: 
CHELMSFORD AND ESSEX HOSPITAL. (162 Beds.) 
Applications are invited for the post of RESIDENT HOUSE 
SURGEON (pre-registration post). The post will become vacant 
on 30th August, and offers good surgical experience and is 
recognised for the F.R.C 

Applications, together ‘with 2 recent testimonials, to the 

Secretary, Chelmsford Hospital Management Committee, 
London-road, C helmsford. 
CHERTSEY, SURREY. ST. PETER’S HOSPITAL (Late 
Botleys Park War Hospital). (430 Beds.) ORTHOPASDIC 
HOUSE SURGEON required from 28th August, 1956. 100 
orthopedic beds. Senior House Officer or House Officer (Intern 
grade). Post recognised for F.R.C.S. and Pre-registration 
Service. Preference given to provisionally registered candidates. 
Salary in accordance with terms and conditions of National 
Health Service, 

Applications, together with names and addresses of referees, 

to be sent to the Physician-Superintendent, St. Peter’s Hospital, 
Chertsey, as soon as possible. 
CHICHESTER. ROYAL WEST SUSSEX HOSPITAL. 
(202 acute beds.) RESIDENT HOUSE SURGEON required 
for 6 months appointment. National salary scale for first, 
second or third posts. Post approved for pre-registration practi- 
tioners. Also recognised for S. 7 residents including 
Resident Surgical Officer and 3. House Surgeons. Vacant 13th 
August, 1956. 

Applications, stating age, experience, qualifications, with 
references or names of referees, to Senior Administrative Officer, 
CHICHESTER. ROYAL WEST SUSSEX HOSPITAL. 
(202 acute beds.) SENIOR HOUSE SURGEON (Depvty 
Resident Surgical Omeet) required at above Hospital. Post 
recognised for F.R.C.S. Resident staff of 6—Resident Surgical 
Officer, 3 House Surgeons, Resident Medica] Officer and House 
Physician. ey £745 p.a., less residentia] charge. Vacant 
12th August, 195 

Applications, stating age, experience, qualifications, with 
references or names of referees, to Senior Administrative Officer. 
CROYDON. GENERAL HOSPITAL. (200 Beds.) Locum 
Tenens ORTHOP DIC REGISTRAR required at General 
Hospital for period Ist October—13th October, 1956, inclusive. 

Applications in writing to G. A. PAINESs, Group Secretary, 
Hospital Management Committee, General Hospital, London- 
road, Croydon. 
CROYDON. GENERAL HOSPITAL. (200 Beds.) Locum 
Tenens Full-time SURGICAL REGISTRAR required for period 
Ist—-14th October, both dates inclusive. 

Applications in writing to GEORGE A. PAINES, Group Secre- 
tary, Gor don Hospital Management Committee, General 
Hospital, London-road, Croydon. 

CROYDON GENERAL HOSPITAL. (200 Beds.) Croydon 
as P HOSPITAL MANAGEMENT COMMITTEE. SOUTH WEST METRO- 

OLITAN puesoseas, HOSPITAL BOARD. SENIOR CASUALTY 
OFFIC ER status), post vacant. Busy department. 
Post recognised for Final F.R.C.S. examination. Accommoda- 
tion may be inspected on application to Hospital Secretary. 

Application forms obtainable from Group Secretary, Hospital 
Management Committee, General Hospital, London-road, 
Croydon, to be returned within 14 days. 


CROYDON GROUP HOSPITAL MANAGEMENT COM- 
MITTEE. SOUTH WEST METROPOLITAN REGIONAL HOSPITAL 
BOARD. nbGistiea are invited for appointment of ORTHO- 
PADIC REGISTRAR. Duties involving both orthopedic and 
ture work. Previous orthopsdic experience essential. Post 
vacant 20th October, 1956. 
Application forms from roup Secretary, Management 
Committee, General Hospital, paw road, Croydon. 
35 
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COVENTRY AND WARWICKSHIRE HOSPITAL. (354 
Beds. ) CASUALTY AND ACCIDENT OFFICER (Junior 
ILospital Medical Officer status). Recognised F.R.C.S. Resident. 

Applications to Secretary, Group 20 Hospital Management 
Committee, Coventry and Warwickshire Hospital, Coventry. 
DERBY. CITY HOSPITAL. House Surgeon (pre-regis- 
tration) or SENIOR HOUSE OFFICER (surgical). The post 
is recognised for the F.R.C.S8. Vacant 12th September. 

Apply, stating full details, together with copies of 2 recent 

testimonials, to Medical Superintendent. 
DERBY. DERBYSHIRE ROYAL INFIRMARY. (416 
Beds. Post recognised for D.A.) SHEFFIELD REGIONAL HOS- 
PITAL BOARD. Whole-time RESIDENT REGISTRAR (anes- 
theties) required. Appointment for 1 year in first instance. 

Apply to Secretary, Sheffield Regional Hospital Board, 

Old Fulwood-road, Sheffield, by 13th August, 1956, giving age, 
nationality, qualifications, present and previous appointments 
with dates, naming 3 referees. 
DEWSBURY, YORKSHIRE. THE GENERAL HOS- 
PITAL. Applications are invited for the pre-registration post 
of HOUSE OFFICER (E.N.T. and general surgery) which is 
available in early September, 1956. 

Applications, giving full details and the names of 3 referees, 
should be sent to the Administrative Officer at the Hospital. 
DRIFFIELD, YORKSHIRE. EAST RIDING GENERAL 
HOSPITAL. (247 Beds.) HOUSE SURGEON (first, second, or 
third post) required now. Approved pre-registration post. 
Fully qualified practitioners may apply. 

Apply Group Secretary, Westwood Hospital, Beverley, 
Yorkshire. 

EAST ANGLIAN REGIONAL HOSPITAL BOARD. 

(1) SURGICAL REGISTRAR, West Norfolk and King’s 
Lynn General Hospital (146 Beds). Recognised for F.R.C.S. 
Appointment for 1 year, renewable for second year. 

(2) ANASSTHETIC REGISTRAR, Ipswich and East Suffolk 
Hospital. Recognised for D.A. and F.F.A.R.C.S. Appointment 
for 1 year, renewable for second year. 

(3) PASDIATRIC REGISTRAR, Ipswich and East Suffolk 
Hospital. Recognised for D.C.H. Appointment for 1 year, 
renewable for second year. 

Candidates invited to visit Hospital by direct arrangement 
with Hospital Management Committee’s Secretary, at Hospital. 

Applications, stating age, experience and the names of 3 
referees, to Board’s Senior Administrative Medical Officer, 
117, Chesterton-road, Cambridge. by 13th August. 1956. 
EDGWARE GENERAL HOSPITAL, Edgware, Middlesex. 
(715 Beds.) Applications are invited for the appointment of 
SENIOR HOUSE OFFICER in Geriatrics. The duties will 
involve the medical treatment and rehabilitation of elderly sick 
in a new and developing department of the Hospital. There 
are facilities for postgraduate study. 

Applications, stating age, qualifications, experience and the 

names and addresses of 2 referees, to Group Secretary by 
lith August, 1956. 
GLOUCESTER. HORTON ROAD AND CONEY HILL 
HOSPITALS, (1450 Beds.) Applications invited for the appoint- 
ment of 2 JUNIOR HOSPITAL MEDICAL OFFICERS. 
Hospital serves the North Gloucestershire Clinical Area including 
Gloucester, Cheltenham, Stroud and Forest of Dean. High 
admission-rate (800). All modern methods of treatment. New 
units provided for treatment of neurotics and alcoholics. 
Kxpanding outpatient services, long-stay annexes and social 
clubs. Encouragement and opportunity for study. Salary and 
conditions Whitley Council. Single accommodation available. 
Married accommodation a possibility. 

Applications, with names of 3 referees, to Medica Super- 
intendent within 14 days. * 
QUILDFORD. ROYAL SURREY COUNTY HOSPITAL. 
(233 Beds.) HOUSE SURGEON required to Orthopedic and 
Traumatic Unit. The post is tenable for six months from 17th 
September, is recognised for the F.R.C.S. examination, and is 
open to pre-registration candidates. The unit deals with many 
traumatic cases. 

Applications, with copies of 3 testimonials, should be sent to 
the Hospital Secretary as soon as possible. 


GLASGOW VICTORIA SECTORAL BACTERIOLOGI- 
CAL LABORATORY, MEARNSKIRK. Applications invited from 
registered practitioners for the post of SENIOR HOUSE 
IF FICER. No previous laboratory experience necessary. 

Applications, with names of 2 referees, to the Secretary, 
Board of Management for Glasgow Victoria Hospitals, 24, St. 
Vincent-place, Glasgow, C.1 
GLASGOW. VICTORIA INFIRMARY. Applications are 
invited for the post of SENIOR HOUSE OFFICER in Ortho- 
jredics for duties at the Victoria Infirmary and a large unit at 
the Victoria Auxiliary Infirmary at Philipshill. The post, which 
is tenable for 1 year, is resident at Philipshill and is vacant 
as from Ist September, 1956. 

Applications, with the names of 2 referees, should be sent to 
the Secretary, Board of Management for Glasgow Victoria 
Hospitals, 24, St. Vincent-place, Glasgow, C.1. 


GLASGOW VICTORIA HOSPITALS BOARD OF MAN- 
AGEMENT. Ear, Nose and Throat. SENIOR HOUSE OFFICER 
required (resident Mearnskirk Hospital, Newton Mearns) with 
duties at Mearnskirk Hospital and Victoria Infirmary, Glasgow. 

Applications, with names of 3 referees, to the Secretary, 
24, St. Vincent-place, Glasgow, C.1. 
GLASGOW NORTHERN HOSPITALS BOARD OF 
MANAGEMENT. Applications are invited for the post of SENIOR 
HOUSE OFFICER in Bacteriology at Stobhill General Hospital, 
Glasgow. The appointment will be for 1 year in the first instance. 

Applications, stating age, qualifications, experience and 
present appointment, and naming 2 referees, to be lodged with 
the Secretary, 13, Woodside-place, Glasgow, C.3, by 14th August, 
1956. 
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GLASGOW NORTHERN HOSPITALS BOARD OF 


MANAGEMENT. Applications are invited for a post of SENIOR 
HOUSE OFFICER (Male or Female) in the Psychiatric Unit 
at Stobhill General Hospital, Glasgow. Resident preferred. The 
Unit consists of 180 Beds with 1600 admissions yearly and deals 
with acute treatable cases ; it is recognised for the D.P.M. The 
appointment will be for 1 year in the first instance. 

Applications, stating age, qualifications, experience and 
present appointment, and naming 2 referees, to be lodged 
immediately with the Secretary, 13, Woodside-place, Glasgow, 
C.3 


GRIMSBY GENERAL HOSPITAL. Applications are 
invited for the post of HOUSE SURGEON (gynecology) 
(pre-registration or Senior House Officer grade), with some 
relief obstetric duties. Senior House Officer post recognised 
for M.R.C.0.G. Up-to-date Medical Library and reading facilities 
available. 

Apply, with 2 names for reference, to Hospital Secretary, 

Grimsby General Hospital, Grimsby, Lincs. 
HAROLD WOOD HOSPITAL, Harold Wood, Essex (near 
London). (415 Beds.) SENIOR HOUSE OFFICER (pedia- 
trics). Main general and casualty hospital of Brentwood Group. 
Recognised for D.C.H. Salary £745 p.a., less £130 p.a. for board 
and lodging. 

Apply to Hospital Secretary (Tel. : Ingrebourne 2881). 
HASTINGS. ROYAL EAST SUSSEX HOSPITAL. (150 
Beds.) SENIOR HOUSE OFFICER (casualty and orthopedic), 
Post vacant 20th August, 1956. 

Apply to Hospital Administrator. a 
HITCHIN, HERTFORDSHIRE. LISTER HOSPITAL. 
Applications ere invited for the post of RESIDENT HOUSE 
SURGEON, vacant 24th sages. 1956. Recognised as pre- 
registration post and for F. 

Applications, stating qualifications and 

xperience, together with copies of 3 recent testimonials, to 
be sent to the Medical Administrator as soon as possible. 
HUDDERSFIELD ROYAL INFIRMARY. (285 Beds.) 
Applications are invited for the post of CASUALTY OFFICER. 
The post, which is resident, is graded Junior Hospital Medical 
Officer and is recognised under the Fellowship regulations. Duties 
terminate at 7 p.m. daily with 1 night weekly on call. 

Applications for the appointment, which will be vacant on 
lst September, 1956, should be accompanied by copies of 3 
recent testimonials and a to— 

H. JOHNSON, Group Secretary. 

The Royal Infirmary, Hudde afield. 

RULL. KINGSTON GENERAL HOSPITAL. (419 Beds.) 
HULL A GROUP HOSPITAL MANAGEMENT COMMITTEE. HOUSE 
PHYSICIAN (pre-registration post), resident, and tenable for 6 
months. Vacant now. 

Applications, with 2 recent testimonials, to the Hospital 
secretary. 

HUNTINGDON COUNTY HOSPITAL. Applications are 
invited for the post of HOUSE OFFICER (surgical), now 
vacant. Post recognised for pre-registration purposes. 

Apply, with full particulars and names of 2 referees, to 

Secretary, County Hospital, Huntingdon. 
ILFORD. KING GEORGE HOSPITAL. (Generat 
Hospital—-211 Beds.) There is a vacancy fora SENIOR HOUSE 
OFFICER (Orthopedic Department) at above Hospital. Salary 
will be at the rate of £745 p.a., less emoluments. Recognised 
for F.R.¢ 

Applic eee should have been registered not less than 1 year 
and should send applications accompanied by copies of 3 testi- 
monials to the undersigned within 7 days of the appearance of 
this advertisement. 

H. F. HARRIS, Group Secretary, 

Ilford and Barking Group Hospital Manageme nt Committee. 
ISLEWORTH. SOUTH MIDDLESEX HOSPITAL. 
SENIOR HOUSE OFFICER for Ophthalmic Unit (30 Beds), 
vacant mid-September. 

Applications, stating age, nationality, qualifications and 

experience with copies of up to 3 recent testimonials, to Group 
Secretary, South West Middlesex Hespital Management Com- 
mittee, West Middlesex Hospital, Isleworth, by 21st August, 
1956. 
IPSWICH AND EAST SUFFOLK HOSPITAL, Heath 
ROAD WING, IPSWICH. (274 Beds.) Applications invited for 
the post of HOUSE PHYSICIAN (pre-registration), vacant 
ist September, 1956. 

Detailed applications, with copies of 3 recent testimonials, 
to Hospital Secretary. 


KIRKCALDY. VICTORIA HOSPITAL. House Officer 
(non pre-registration) required for 6 months from Ist October, 
1956. Duties part-time in wards for aged sick (50 beds), part- 
time under Consultant Physician in Acute Medical Unit (65 
Beds). Resident or non-resident. Salary in accordance with 
national scale. 

Apply, stating names of 2 referees, to the Medical Superin- 
tendent, East Fife Hospitals Board of Management, 2434, 
High-street, Kirkcaldy. 


LICHFIELD. ST. MATTHEW'S HOSPITAL, Burntwood, 
LICHFIELD. (1350 mental beds.) BURTON-ON-TRENT HOSPITAL 
MANAGEMENT COMMITTEE. JUNIOR HOSPITAL MEDICAL 
OFFICER (psychiatry) required. Resident accommodation 
available. Facilities for taking a D.P.M. course at Birmingham 
University. 

Applications, with names of 2 referees, to Medical Super- 
intendent. 
LIVERPOOL. THE UNITED LIVERPOOL HOSPITALS. 
Applications are invited for a post of SENIOR HOUSE 
OFFICER in Ophthalmology at St. Paul’s Eye Hospital for the 
year beginning Ist October, 1956. 

Apply by 18th August, 1956, on form obtainable from the 
Secretary, 80, Rodney-street, Liverpool, 1. 
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LANCASTER MOOR HOSPITAL, Lancaster. (Regional 
MENTAL HOSPITAL.) Applications invited for post of SENIOR 
HOUSE OFFICER (resident). Board and residence for 
unmarried applicant available for which a charge of £140—£160 
p.a. is made. Hospital, which has 2700 Beds, serves North 
Lancashire, Westmorland, and parts of the West Riding of 


» Yorkshire, and has an admission-rate of almost 800 of which 


80% are voluntary. All modern forms of treatment are carried 
out. Facilities afforded to attend D.P.M. course. Salary accord- 
ing to national terms and conditions of service. 

Apply Medical Superintendent. 

LEEDS REGIONAL HOSPITAL BOARD. Short-term 
LOCUM TENENS appointments in the Registrar grade are 
constantly available at hospitals in the area of the Board, 
particularly in the specialties of anesthetics, general medicine, 
general and orthopredic surge ry, and psychiatry. 

Interested practitioners, suitably experienced, should com- 

municate with the Secretary, Joint Registrars Committee, 
Park-parade, Harrogate. 
LEIGH INFIRMARY, The Avenue, Leigh, Lancashire. 
(102 Beds.) REGISTRAR in General Surgery (resident) for 
the above acute ge met ‘ral hospital. Post vacant 3lst August 
recognised for F.R.C. 

Applications to Sec re tary, Wigan and Leigh Hospital Manage- 

ment Committee. Knowsley House, Wigan. 
LINCOLN NO. 1 HOSPITAL MANAGEMENT COM- 
MITTEE. Locum CASUALTY OFFICER required for a period of 
approximately 1 month from 20th August, 1956. Salary in 
accordance with the scale laid down for a Locum Junior Hospital 
Medical Officer. 

Applications to be forwarded to Group Secretary, County 

Hospital, Lincoln. 
LUTON AND DUNSTABLE HOSPITAL, Luton, Bed- 
FORDSHIRE. (250 Beds.) NORTH WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD. Vhole-time SURGICAL REGISTRAR 
required list September, 1956, at the above Hospital. The 
post is recognised for F.R.C.S. The Hospital may be visited by 
direct appointment. 

Application forms obtainable from the Secretary, Luton and 
Hitchin Group Hospital Management Committee, St. Mary’s 
Hospital, Luton, Beds, and returnable by 17th August, 1956. 
MANCHESTER (near). ALTRINCHAM GENERAL 
HOSPITAL. ASSISTANT SENIOR SURGICAL OFFICER 
(Junior Hospital Medical Officer grade). Applications are invited 
for this post in a hospital of 130 acute beds with a busy Casualty 
Department. The appointee would be required to exercise 
control of this department and also to assist Resident Surgical 
Officer with the general surgical work of the Hospital. The post 
offers excellent opportunities of practical experience and post- 
graduate study to suitably qualified candidates and particularly 
those studying for higher surgical qualifications. 

Applications, with n&mes of 2 referees, to Group Secretary, 
North and Mid-Cheshire Hosjital Management Committee, 
Sinderland-road, Altrincham. 

MANCHESTER, 4. ANCOATS HOSPITAL. Applications 
are invited for the post of SENIOR HOUSE OFFICER in 
Medicine. Recognised for M.R.C.P. 

Applications, with names of 2 referees, by 13th August, 1956, 
to Group Secretary, North Manchester Hospitel Management 
Committee. Crumpsall Hospital. Manchester, & 
MANCHESTER. SPRINGFIELD HOSPITAL, Crumpsall, 
MANCHESTER, 8. Applications are invited for the post of SENIOR 
HOUSE OFFICER at this mental hospital of over 750 Beds. 
Admission-rate is substantial, wide range of clinical material is 
available. All forms of modern treatment are used. There are 
associated outpatient clinics. Facilities will be granted for 
attendance at the Course for the D.P.M. of the University of 
Manchester (with the Department of Psychiatry, of which the 
Hospital is closely associated). The Hospital is approved for 
the D.P.M.(Eng.) and R.M.P.A. Accommodation is available 
for a single person, for which the appropriate deduction will be 
made. Permission to live out may be granted in certain 
circumstances. 

Applications, giving the names of 2 referees, to be sent to the 
Medical Superintendent as soon as possible. 
MANCHESTER. WEST MANCHESTER HOSPITAL 
MANAGEMENT COMMITTEE. PARK HOSPITAL, DAVYHULME. 
(General Hospital—433 Beds.) SENIOR HOUSE OFFICER 
(peediatrics) required ; previous experience essential. Hospital 
has a Midwifery Unit of 73 Beds, and the Children’s Unit com- 
prises 10 thoracic surgery, and 26 prediatric beds catering for 
other specialties. Hospital recognised for training for Diploma 
in Child Health. 

Application forms from Secretary. 

MANCHESTER REGIONAL HOSPITAL BOARD. Resi- 
DENT SURGICAL REGISTRAR required in the Blackburn 
and District Group with duties mainly at Queen’s Park Hospital, 
Blackburn (640 mainly general beds). Post recognised for 


of the 


Application forms obtainable from the Secretary 
Committee, Royal Infirmary, Blackburn, Lancs. - 
MANCHESTER REGIONAL HOSPITAL BOARD. South 
MANCHESTER HOSPITAL MANAGEMENT COMMITTEE. The Board 
invite applications from registered practitioners for the post 
of RESIDENT SURGICAL OFFICER (Registrar grade), 
at the Christie Hospital and Holt Radium Institute. 

Applications, with full details, including the names of 2 
referees, to be forwarded to the Group Secretary, Withington 
Hospital, Manchester, 20, immediately. ; 
MANCHESTER REGIONAL HOSPITAL BOARD. Senior 
REGISTRAR in Psychiatry with duties in the Salford Group 
of hospitals (Salford Royal and Hope Hospitals) and at Spring- 
field Mental Hospital, Manchester. 

Application forms, obtainable from the Senior Administrative 
Medical Officer of the Board, Cheetwood-road, Manchester, 8, 
should be returned by 20th August, 1956. 


MANCHESTER REGIONAL HOSPITAL BOARD invites 
applications for the post of REGISTRAR in Anesthetics. The 
main duties will be with the Stockport and Buxton Hospital 
Management Committee, with some duties in the Macclesfield 
and District Hospital Manage ment ¢ vommittee Group. The post 
is recognised for the D.A. and F.F.A.R.C.S., and would suit a 
candidate wishing to study for ation. 

Applications, stating age, qualifications, and experience, 
together with copies of 2 testimonials, to be addressed to the 
Secretary, StocKport and Buxton Hospital Management Com- 
mittee, 59B, Shaw-heath, Stockport. 

MANCHESTER. UNITED MANCHESTER HOSPITALS. 
MANCHESTER ROYAL EYE HOSPITAL. Applications are invited 
for the following posts - 

SENIOR HOUSE OFFIC ER. 

HOUSE OFFICER (pre-registration surgical post ). 

Applications, giving full details of age, nationality, qualifica- 
tions, present and previous appointments with dates, and the 
names of 2 persons to whom reference may be made, should 
be forwarded to H. R. Norru, General Superintendent. 

Manchester Royal Eye Hospital. 

MARGATE. ROYAL SEA BATHING HOSPITAL. 
(Surgical Tuberculosis and Orthopsedics—241 Beds.) SENIOR 
HOUSE OFFICER. This post (1 of 2) is largely an orthopedic 
one, and affords experience in the treatment of tuberculous and 
non-tuberculous orthopedic conditions. There is also a Genito- 
urinary Unit of 35 Beds and a small number of beds for other 
tuberculous conditions. The post is recognised for the F.R.C.S.., 
and is suitable for someone reading for a higher surgical 
examination. Salary £745 p.a., less £150 for residential 
emoluments. 

Applications, with copies of testimonials, to Hospital Secretary. 
MEXBOROUGH. MONTAGU HOSPITAL. (168 Beds. 
Recognised for training for F.R.C.S. examination.) SHEFFIELD 
REGIONAL HOSPITAL BOARD. Whole-time RESIDENT SUR- 
GICAL REGISTRAR required. Appointment for 1 year in 
instance. 

pply to Secretary, Sheffield Regional Hospital Board, 

ola Fulwood-road, Sheffield, by 13th August, 1956, giving age, 
nationality, qualifications, present and previous appointments 
with dates, naming 3 referees. 
MORECAMBE. QUEEN VICTORIA HOSPITAL. (100 
Beds.) RESIDENT CASUALTY OFFICER (Junior Hospital 
Medical Officer grade) required for normal period of 1 year. 

Applications, with names of 2 referees, to Group Secretary, 

Lancaster Infirmary, Lancaster. 

MORECAMBE. QUEEN VICTORIA HOSPITAL. Resi- 
DENT SENIOR HOUSE OFFICER (surgical). The post is 
normally tenable 1 year and the successful applicant will be 
attached to the specialist Surgical Unit. 

Applications, with names of 2 referees, to be addressed to the 
Group Secretary, Royal Lancaster Infirmary, Lancaster. 
MORPETH, NORTHUMBERLAND. NORTHGATE AND 
DISTRICT HOSPITAL. JUNIOR HOSPITAL MEDICAL OFFICER 
required. The Hospital consists of 4 units with a total of 638 
Beds for mental defectives of all ages and grades. A modern 
unfurnished flateds available at the Burnholme Unit, Stannington, 
at an inclusive rental of £3 12s. Id. per month. Salary £775—-€50— 
£1075 p.a. 

Applications, 
names of 2 referees, 
NEWCASTLE GENERAL HOSPITAL. (844 Beds.) 
NEWCASTLE UPON TYNE HOSPITAL MANAGEMENT COMMITTEE. 
SENIOR HOUSE OFFICER required in the Orthopedic 
Department. 

Applications should be sent 
Newcastle General Hospital, Westgate-road, 
Tyne, 4, together with the names of 2 referees. 
NEWMACHAR, ABERDEENSHIRE. KINGSEAT HOS- 
PITAL. Applic ations are invited for the following posts at above 
modern Mental Hospital of 820 Beds. The successful candidates 
will be expected to codperate in the work of the University 
Department of Mental Health. 

(1) REGISTRAR. Salary £850 in first year and £965 in 

second with deduction of £150 for board, &c. 
(2) SENIOR HOUSE OFFICERS. Salary £745, less £150 
for board, &c. 

Applications, giving age, details of experience, present post 
and names of 2 referees, to the Secretary, Aberdeen Mental 
Hospitals, 62, Queen’s-road, Aberdeen, within 14 days of this 
advertisement. 
NEWMARKET GENERAL HOSPITAL, Suffolk. A plica- 
tions are invited for the post of HOUSE SURGEON, now 
vacart. Duties include surgical house charge of general surgical 
E.N.T. Post resident and available for 6 months, recogni 
for pre-registration. 

Applications, with copies of 3 testimonials, to the Medical 
Superintendent. 
NEWPORT, MONMOUTHSHIRE. ROYAL GWENT 
HOSPITAL. (260 Beds. Recognised D.L.O.) JUNIOR HOS- 
PITAL MEDICAL OFFICER or SENIOR HOUSE OFFICER 
(E.N.T. and eyes) required. Resident. Post covers 23 E.N.T 
and 8 eye beds. National salary scale, less £125 board-residence. 

Write, quoting 2 referees, to Group Secretary, 64, Cardiff- 
NOTTINGHAM GENERAL HOSPITAL. (449 Beds. 
Recognised for the F.F.A.R.C.S.) SHEFFIELD REGIONAL HOs8- 
PITAL BOARD. Whole-time RESIDENT or NON-RESIDENT 
REGISTRAR (anesthetics) required. Aepeiesee will be 1 
of a team of 4 who also cover Nottingham Hospital for Women 
and Nottingham Children’s Hospital on a 3-monthly rota. 

Apply to Secretary, Sheffield Regional Hospital Board, Old 
Fulwood-road, Sheffield, by 13th August, 1956, giving age, 
nationality, present and previous appointments with dates, 
naming 3 referees. 


stating age, qualifications, experience and 
to the Medical Superintendent within 


addressed to the Secretary, 
Newcastle upon 
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NOTTINGHAM GENERAL HOSPITAL. E.N.T. Depart- 
MENT. A SENIOR HOUSE OFFICER (E.N.T.) required at 
above Hospital. This post is recognised for the D.L.O. and 
F.R.C.S. examinations. Salary and conditions of service in 
accordance with Ministry regulations. Duties to commence 
about Ist September. 

Applications, stating age, qualifications and experience, 

together with copies of testimonials, to be sent to Group 
Secretary. 
NOTTINGHAM GENERAL HOSPITAL. Senior House 
OFFICER (anesthetics) required as soon as possible. The post 
is recognised for the D.A., and the F.F.A.R.C.S. This is a busy 
general hospital giving experience in all branches of surgery. 

Applications, stating age, nationality, qualifications and 

cupersence, together with copies of testimonials, to be sent 
to the Group Secretary. 
NOTTINGHAM. HIGHBURY HOSPITAL. ~ Applications 
are invited for SENIOR HOUSE OFFICER (Obstetrical and 
Gynecological Department ; 41 obstetric beds, 11 gynecological 
beds, and a small block for puerperal pyrexia). Duties to com- 
mence as soon as possible. The Hospital is recognised for the 
M.R.C.O.G. (obstetrics only). Previous obstetrics experience 
required. 

Applications, stating age, qualifications, experience and 
nationality, together with copies of recent testimonials, to be 
sent to the Group Secretary, General Hospital, Nottingham. 
NOTTINGHAM. CITY HOSPITAL. (811 Beds.) Appli- 
cations are invited for the post of SENIOR HOUSE OFFICER 
(general surgery) vacant 12th September, 1956. The post is 
approved for the F.R.C.8. The officer appointed will also be 
required Day undertake certain duties in the Orthopedic Depart- 
ment. A deduction of £150 p.a. will be made for residential 
emoluments. 

Applications, stating age, nationality, qualifications and 

experience, togeth: r with copies of not more than 3 testimonials, 
to be sent to the Hospital Secretary, City Hospital, Hucknall- 
road, Nottingham. 
NOTTINGHAM. CITY HOSPITAL. (811 Beds.) Appli- 
cations are invited for the post of RESIDENT PATHOLOGIST 
(Senior House Officer). Previous experience an advantage. Post 
vacant Ist October, 1956. 

Applications, stating age, nationality, qualifications and 

experience, together with copies of not more than 3 testimonials, 
to be sent to the Group Secretary, Sherwood Hospital, Hucknall- 
road, Nottingham. 
NOTTINGHAM. CITY HOSPITAL. (811 Beds.) Appli- 
cations are invited for the post of SENIOR HOUSE OFFICER 
to the Department of Thoracic Surgery. Post vacant Ist 
October, 1956. Salary £745 p.a., less £150 p.a. for residential 
emoluments, The appointment will be for 1 year. 

Applications, stating age, nationality, qualifications and 

experience, together with copies of not more than 3 testimonials, 
to be submitted immediately to the Hospital Secretary, City 
Hospital, Hucknall-road, Nottingham. 
NOTTINGHAM CHILDREN’S HOSPITAL. (136 Beds. 
Recognised for the D.C.H.) Applications are invited for the 
post of SENIOR HOUSE OFFICER (medical) becoming 
vacant early in September. The post is tenable for 6 months 
or a year by agreement. 

Applications, with copies of 2 te stimonials, should be sent to 
the Secretary, Nottingham Children’s Hospital, Chestnut- 
grove, Nottingham. 


NOTTINGHAM CHILDREN’S HOSPITAL. (136 Beds. 
Recognised for the D.C.H.) Applications are invited for the 
post of SENIOR HOUSE OFFICER (surgical) becoming 
vacantin mid-September. The post is tenable for 6 months or a 
year by agreement. 

Applications, with copies of 2 testimonials, should be sent to 
the Secretary, Nottingham Children’s Hospital, Chestnut-grove, 
Nottingham. 


NORTH EAST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. 

REGISTRAR in Infectious Diseases and General Medicine 
(resident or non-resident), Rush Green Hospital, Romford, Essex 
Regional Polio Unit (30 Beds) and approximately 10 medic al 
beds. Excellent experience in wide variety of positive and 
negative pressure apparatus. Applicants may visit the Hospital 
by appointment (Tel. : Romford 7711). Appointment subject 
to review after 1 year. 

Application forms from Secretary, 11a, Portland-place, W.1, 
to be returned by lith August. 


NORTH SHIELDS. PRESTON HOSPITAL. (359 Beds.) 
Applications are invited for the resident post of HOUSE 
SURGEON. Salary scale according to experience. Post is 
recognised for pre-registration purposes. 

Applic vations, with names of 2 referees, to Secretary. 


OXFORD REGIONAL HOSPITAL BOARD. Senior 
REGISTRAR in Psychiatry at St. Crispin Hospital, Duston, 
Northampton. Married accommodation is available. Appoint- 
ment for 1 year in the first instance and, subject to satisfactory 
service, renewable for up to 4 years. It may be possible to 
arrange transfer to the Warneford Mental Hospital, Oxford, for 
the second half of the appointme nt. St. Crispin Hospital provides 
full training facilities, including E.E.G. Department and partici- 
pation in child guidance © work. Applicants should hold the D.P.M. 

Applications, on forms obtainable from the Secretary, Com- 
mittee for Senior Registrars, 43, Banbury-road, Oxford, ‘should 
reach him by 14th August, 1956. 


OXFORD. UNITED OXFORD HOSPITALS. Applica- 
tions are invited for the resident post of REGISTRAR in General 
Surgery at the Radcliffe Infirmary from Ist September, 1956, 
for 1 year in the first instance. 

Applications, on forms obtainable from the Administrator, 
Radcliffe Infirmary, Oxford, should be received not later than 
20th August, 1956. 
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PLYMOUTH. SOUTH DEVON AND EAST CORNWALL 
HOSPITAL. SENIOR HOUSE OFFICER in Casualty, vacant 
lst September, 1956. Recognised for the F.R.C.S., for the Central 
Casualty Department. 

Applications, stating age, nationality, qualifications and 
experience, with names of 3 referees, to be sent to— 

ARTHUR R. CasH, Group Secretary, Plymouth, 

South Devon and East Cornwall General Hospital Group. 

7, Nelson-gardens, Stoke, Plymouth. 

PONTYPRIDD (near). EAST GLAMORGAN HOS- 
PITAL, CHURCH VILLAGE. (316 Beds and large Outpatient Depart- 
ment. Committee’s Base Hospital, serving population of 174,000. 
Recognised for M.R.C.0.G., D.Obst.R.C.0.G., F.R.C.S., D.C.H., 
F.F.A.R.C.S., D.A.) HOUSE OFFICER (surgical) to include 
duties at Porth and District Hospital. 

Applications, stating age, qualifications and expe rience, 
together with copies of 2 recent testimonials, to be se nt immedi- 
ately to the Group Secretary, Pontypridd and Rhondda Hospital 
Management Committee, ¢ ‘ourt house -street, Pontypridd. « 
POOLE GENERAL HOSPITAL. Bournemouth and 
EAST DORSET HOSPITAL MANAGEMENT COMMITTEE. CASUALTY 
OFFICER (Senior House Officer) required to commence duty 
on 20th August, 1956. Post suitable for persons reading for 
higher diplomas. 

Applications to the Hospital Secretary. 
PORTSMOUTH GROUP HOSPITAL MANAGEMENT 
COMMITTEE. 

Queen Alexandra Hospital 

SENIOR HOUSE OFFICER for Gynecological alae 
(39 Beds), vacant now. Recognised for M.R.C.O.C 

Royal Portsmouth Hospital 

(a) HOU SE OFFICER (pre-r ), Orthopedic Depart- 
ment (104 Beds), vacant now. 

(6) HOUSE PHYSICIAN (pre-registration) (65 medical 
beds), vacant 17th August. 

Saint Mary’s Hospital 

(a) HOUSE PHYSIC TAN (peediatric), vacant 15th August. 
Prediatric Unit of 53 Pes ds, the post is recognised for candidates 
preparing for the D.( 

(6) HOUSE P SIAN 
beds), vacant 13th August. 

Applications, stating age, experience and qualifications, 
together with the names of 2 referees, should be forwarded as 
soon as possible to E. H f aL. 

35, Grove-road South, Southsea. 
READING AND DISTRICT HOSPITAL MANAGEMENT 
COMMITTEE. Applications are invited for the appointment of 
JUNIOR HOSPITAL MEDICAL OFFICER in the Area 
Department of Diseases of the Chest, for duty in the Reading 
Chest Clinic. The post offers wide experience in both tuber- 
culous and non-tuberculous chest diseases and duties will include 
attendance at Prospect Park Hospital, Reading, and Peppard 
Chest Hospital, Henley. Facilities are available for postgraduate 
studies. Salary within the scale £775—£1075 p.a. 

Applications, stating age and qualifications, together with 

names of 3 referees, should be sent to the Group Secretary, 
3, Craven-road, Reading. 
READING AREA DEPARTMENT OF MEDICINE. 
Applications are invited from provisionally registered medical 
practitioners for 3 posts as RESIDENT HOUSE PHYSICIAN 
all vacant Ist September, 1956, for a period of 6 months. Success- 
ful —_ will be required to carry out duties at the following 
Reading Hospitals : Royal Berkshire (399 Beds), Battle (301 
Beds), Prospect Park (104 Beds). 

Write immediately, stating age, qualifications with dates, 
nationality, present post with copy of a recent testimonial, 
to the Secretary, Royal Berkshire Hospital, Reading. b> 
READING. BATTLE HOSPITAL. (391 Beds.) Appli- 
cations are invited from registered medical practitioners for 2 
posts of RESIDENT JUNIOR HOUSE SURGEON in the Area 
Accident and Orthopedic Department. 1 vacant immediately 
the other Ist Oc ee. next. F.R.C.S. recognised. Also casualty 
duties. Salar ge .a., less £125 board-residence. 

Apply, ~~ Ay age, qualifications with dates, nationality, 

resent post, with 1 copy of recent testimonial, to Hospital 
Secretary. 7 
READING. ROYAL BERKSHIRE HOSPITAL. (399 
Beds.) Applications are invited from provisionally registered 
medical practitioners, Male and Female, for resident post of 
re US hag RGEON, vacant 21st August, 1956, and tenable for 
months. 

Write before 10th August, stating age, qualifications with 
dates, nationality, present post with copy of 1 recent testi- 
monial, to the Secretary. te 
RICHMOND, SURREY. ROYAL HOSPITAL. (Acute 
General Hospital—121 Beds.) SENIOR HOUSE OFFICER in 
Surgery required. Resident post available for 6 or 12 months, 
vacant Lith September, 1956. 

Applications immediately to Administrative Officer. 
ROCHDALE AND DISTRICT HOSPITAL MANAGE- 
MENT COMMITTEE. HOUSE SURGEONS required at Rochdale 
Infirmary, late August. Pre-registration candidates eligible for 
these posts which are recognised for 6 months F.R.C.S. experi- 
ence. 

Apply at once to Group Secretary, Central Offices, Birch Hill 
Hospital, | Rochdale. 
ROCHDALE AND DISTRICT HOSPITAL MANAGE- 
MENT COMMITTEE. Applications are invited for the appointment 
of RESIDENT CLINICAL PATHOLOGIST (Senior House 
Officer grade) in the Department of Pathology of the Rochdale 
Group of hospitals, vacant early October. The duties will 
consist mainly of clinical pathology, also general and emergency 
work and supervision of the blood banks. Previous pathology 
experience is not essential. 

Applications, with names and addresses of 2 referees, to Group 
Secretary, Central Offices, Birch Hill Hospital, Rochdale, at once. 
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ROCHDALE AND DISTRICT HOSPITAL MANAGE- 
MENT COMMITTEE. BIRCH HILL HOSPITAL. HOUSE OFFICER 
(obstetrics and gynecology) post vacant late August. Pre- 
registration post of 6 months duration. Recognised for 
D.Obst.R.C.0.G. 

Apply to Group Secretary, Central Offices, Birch Hill Hospital, 


. Rochdale, at once. 


ROCHFORD, ESSEX. GENERAL HOSPITAL. Locum 
SURGICAL REGISTR: AR required from Ist to 16th September, 
1956. Post resident and married accommodation available if 
required. 

Applications, &c., to the undersigned as soon as possible. 

J.C. FIELD, Secretary. 

ROMFORD, ESSEX. RUSH GREEN HOSPITAL. (301 
Beds. ) RESIDENT HOUSE PHYSICIAN required from 
6th September, 1956. This Hospital provides for acute medical 
and surgical patients in addition to a limited number of fever 
cases. The post, which is also open to pre-registration candi- 
dates, offers good opportunities for gaining experience in both 
general medicine and fever. 

Applications should be addressed immediately to Medical 
Superintendent stating also names of 2 referees. 
SOUTH-WESTERN REGIONAL HOSPITAL BOARD. 
Applications are invited from registered medical practitioners in 
general practice for the appointment of CLINICAL ASSISTANT 
in Orthopedic and Traumatic Surgery to undertake 2 weekly 
sessions at the Royal United Hospital, Bath. The successful 
candidate will work under the general direction of the Con- 
sultant Orthopeedic Surgeons attached to the Bath Hospitals 
Group. Payment will be at the rate of £175 p.a. per weekly 
34-hour session. The appointment will be held for 1 year. 

Applications, stating date of birth, qualifications and experi- 
ence, together with the names and addresses of 2 referees, should 
be sent to the Secretary of the Regional Hospital Board, 27, 
Tyndalls Park-road, Bristol, 8, not later than 18th August, 1956. 
SCOTLAND. SOUTH-EASTERN REGIONAL HOs- 
PITAL BOARD. Applications are invited for the appointment of 
a SENIOR REGISTRAR at Stratheden Mental Hospital, Cupar, 
Fife. During the tenure of the post opportunities for interchange 
of duty and training at other centres in the Region may be 
available under joint arrangements between the South-Eastern 
Regional Hospital Board and the Department of Psychological 
Medicine of the University of Edinburgh. Applicants must hold 
a Diploma in Psychological Medicine or a higher qualification 
in medicine. A flat is available. 

Applications, giving particulars of age, qualifications and 
previous experience, together with the names of 3 referees, 
should be sent to the Secretary, South-Eastern Regional Hospital 
Board, 11, Drumsheugh-gardens, Edinburgh, 3, by 25th August. 
SCOTLAND. 


SOUTH-EASTERN REGIONAL HOS- 
PITAL BOARD. Applications are invited for the appointment of 
REGISTRAR to the Rosslynlee and Haddington Mental Hos- 
pitals Group. During the tenure of the post opportunities for 
interchange of duty and training at other centres in the Region 
may be available under the joint en | scheme of the South- 
Eastern Regional Hospital Board and the Department of 
Psycholegical Medicine of the Unitersity of Edinburgh. 

Applications, giving particulars of age, qualifications and 
previous experience, together with the names of 2 referees, 
should be sent to the Secretary, South-Eastern Regional Hos- 
pital Board, Scotland, 11, Drumsheugh-gardens, Edinburgh, 3, 
by 25th August, 1956. 

SCOTLAND. SOUTH-EASTERN REGIONAL HOS- 
PITAL BOARD. Applications are invited for the appointment of a 
SENIOR REGISTRAR to the Royal Edinburgh Hospital for 
Mental and Nervous Disorders. The Hospital, which is linked 
with the University Department of Psychological Medicine and 
includes the Professorial Unit in the Jordanburn Nerve Hospital, 
offers exceptional opportunities for varied clinical work, for 
teaching and research. During the tenure of the post oppor- 
tunities for interchange of duty and training at other centres 
in the Region may be available under arrangements made 
between the South-Eastern Regional Hospital Board and the 
University Department of Psychological Medicine. Single 
accommodation is available. Applicants must hold a Diploma 
in Psychological Medicine or a higher qualification in medicine. 

Applications, giving particulars of age, qualifications and 

revious experience, together with the names of 3 referees, should 
e sent to the Secretary, South-Eastern Regional Hospital 
Board, Scotland, 11, Drumsheugh-gardens, Edinburgh, 3, by 
lst September, 1956. 

SCOTLAND. EASTERN REGIONAL HOSPITAL 
BOARD. MARYFIELD HOSPITAL, DUNDEE. General Medicine. 
Applications are invited for an_appointment as REGISTRAR 
in the Unit of the Professor of Medicine at Maryfield Hospital, 
Dundee, a general teaching hospitai of 370 Beds associated with 
the University of St. Andrews. Salary and conditions of service 
in accordance with national agreement. 

Forms of application and further particulars from the Secretary 
to the Board, 430, Blackness-road, Dundee, with whom 
applications must be lodged not later than lith August, 1956. 
SCOTLAND. WESTERN REGIONAL HOSPITAL 
BOARD. Applications are invited for the following appointments, 
which will be for 1 Pg in the first instance :— 

REGISTRAR in E.N.T. a * based at the Royal Infirmary, 
Glasgow, for duties at Law Hospital, Carluke. 

REGISTRAR in Surgery for duties at Dunoon Cottage 
Hospital and Broadstone Hospital, Port Glasgow. House 
available in Dunoon. 

REGISTRAR in General Surgery and Orthopedics based 
at the Royal Infirmary, Dumfries. 

These appointments are subject to the National Health 
Service (Scotland) superannuation regulations. 

Applications (12 copies), stating date of birth, epeibostions, 
experience, present appointment, and the names of 3 referees, 
to reach the Secretary, Western Regional Hospital Board, 
64, West Regent-street, "Glasgow, C.2, ‘ty 2 18th August, 1956. 


SCOTLAND. NORTH-EASTERN REGIONAL HOS- 
PITAL BOARD. Applications are invited for the post of SENIOR 
REGISTRAR in Aneesthetics on the staffs of the Aberdeen 
General Hospitals and the Aberdeen Special Hospitals. Candi- 
dates preferably should hold a higher qualification in ansesthetics. 
Salary is within the scale of £1100-£1400 p.a. Terms and condi- 
tions are as laid down for hospital medical and dental staffs 
(Scotland). 

Applications, together with the names of 2 —- should be 
lodged by 25th August, 1956, with the Secretary, 1, Albyn-place, 
Aberdeen, from whom further particulars may be obtained. 
SCUNTHORPE. WAR MEMORIAL HOSPITAL. (262 
Beds.) Vacancy for RESIDENT HOUSE SURGEON late 
August. Pre-registration or Senior House Officer. 

Applications, naming 2 referees, to Group Secretary, Scun- 
thorpe Hospital Management Committee. 

SCUNTHORPE. WAR MEMORIAL HOSPITAL. (262 
Beds.) Applications are invited for RESIDENT HOUSE 
PHYSICIANS. 

(a) Senior House Officer/Intern, vacant late September. 

(b) Intern/Senior House Officer, vacant early October. 

Busy department with medicine, pediatrics, skins and eyes— 
large outpatient clinics. 

Applications, naming 2 referees, to Group Secretary, Scun- 

thorpe Hospital Management Committee. 
SCUNTHORPE AND DISTRICT WAR MEMORIAL 
HOSPITAL. (267 Beds. Recognised “> training for F.R.C.S.) 
SHEFFIELD REGIONAL HOSPITAL BOARD. Whole-time RESIDENT 
REGISTRAR (orthopedics) required. Appointment for 1 
year in first instance. 

Apply to Secretary, Sheffield Regional Hospital Board, Old 
Fulwood-road, Sheffield, by 13th August, 1956, giving age, 
nationality, qualifications, present and previous appointments 
with dates, naming 3 referees. a 
SHEFFIELD. CITY GENERAL HOSPITAL. (652 Beds. 
SHEFFIELD REGIONAL HOSPITAL BOARD. Whole-time RESIDEN 
MEDICAL REGISTRAR required. Duties also at Fir Vale 
Infirmary, Sheffield. Experience in neurology will be considered 
an advantage. Post vacant 20th October. Appointment for 
1 year in first instance. 

Apply to Secretary, Sheffield Regional Hospital Board, Old 
Fulwood-road, Sheffield, by 13th August, giving age, nationality, 
qualifications, present and previous appointments with dates, 
naming 3 referees. ; 
SHEFFIELD REGIONAL HOSPITAL BOARD. Whole- 
time NON-RESIDENT SENIOR REGISTRAR in Children’s 
Psychiatry required. The post, intended to give experience 
with a view to specialising in children’s psychiatry, is attached 
to the Mapperley Hospital, Nottingham, but is integrated with 
the child-guidance clinics of the Nottingham City and County 
Councils. D.P.M. essential. Appointment for 1 year in first 
instance, reviowable 

Application forms and further details from Senior Administra- 
tive Medical Officer, Sheffield Regional Hospital Board, Old 
4 > a -road, Sheffield. Forms to be returned by 18th August, 

56. 

SHEFFIELD REGIONAL HOSPITAL BOARD. Who 
time RESIDENT or NON-RESIDENT SENIOR SU RGICAL 
REGISTRAR (transitional appointment) required at City 
General Hospital, Sheffield, for 1 year in first instance. The 
successful candidate to reside at the hospital when “ on call.” 
Applications invited from Senior Surgical Registrars in their 
fourth or subsequent years and from those who held such posts 
for 3 years or more but vacated them after Ist January, 1951. 

Apply to Secretary, Sheffield Regional Hospital Board, Old 
Fulwood-road, Sheffield, by 20th August, 1956, giving age, 
nationality, qualifications, present and previous ‘appointments 
with dates, naming 3 referees. 
SHEFFIELD. THE UNITED SHEFFIELD HOSPITALS. 
Applic ee invited for the following posts :— 

(a) NON*¥RESIDENT REGISTRAR to the Department of 
Radiology at the Royal Infirmary/Royal Hospital Units. 

Closing date for applications 18th August. 

(6) ANAESTHETIC REGISTRAR. Post vacant Ist Nov- 
ember. The successful candidate will be required to work in 
any of the Units of The United Sheffield Hospitals. 

Closing date for applications 11th August. 

Applic ations, with the names of 3 referees, should be sent to 
the Chief eo Officer, The United Sheffield Hospitals, 
West-street, Sheffield, 
SHGHEHAM-BY-SEA. SUSSEX. SOUTHLANDS HOS- 
PITAL. (427 Beds.) WORTHING GROUP HOSPITAL MANAGEMENT 
COMMITTEE. Applications are invited for the post of SURGICAL 
REGISTRAR. Post vacant from 12th August, 1956. Post 
recognised by R.C.S. for Fellowship. 

Forms of cppiiestion are available from the undersigned. 

. V. OAKTON, Group Secretary, 
Worthing Group Hospital Management ‘Committee. 

129, Brighton-road, Worthing, Sussex. 


SHOTLEY BRIDGE GENERAL HOSPITAL, Shotley 
BRIDGE, CONSETT, CO. DURHAM. Applications are invited for the 
resident post of HOUSE OFFICER (orthopedic) which is 
recognised for pre-registration purposes. Salary £425-£525 p.a. 
according to experience. Deduction of £125 p.a. for . 
lodging, &c. 6 months appointment. 

Applications, stating age, qualifications, experience, and 
enc losing c opies of 2 recent testimonials, to the Group re 


SOUTH CHESHIRE HOSPITAL MANAGEMENT - COM- 
MITTEE. REGISTRAR in Obstetrics and Gynecology (resident ). 
Department of 60 Beds. Considerable operative experience 
available. Main Units at Nantwich and Crewe. Salary and 
conditions in accordance with Whitley Council regulations. 

Applications, stating age, qualifications, experience and names 
of 3 referees, to Group Secretary, Group Headquarters, Barony 
Hospital, Nantwich. 
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SOUTH EAST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. ino ations are invited for an appointment 
as Whole-time SENIOR REGISTRAR in Psychiatry to fill 
a vacancy in the approved trainee establishment at St. 
Augustine’s Hospital, Chartham Down, near Canterbury. 
Candidates should possess the D.P.M. and have had wide 
experience in general medicine. The appointment will be in 
accordance with the terms and conditions of service of hospital 
medical and dental staffs (England and Wales), and will be for 
1 year in the first instance. The post will include opportunities 
for gaining further experience in a wide range of psychiatry 
including attendance at adult outpatient clinics. A house will 
be available for a married practitioner. 

Applications, giving particulars of age, qualifications and 

experience with relevant dates, together with the names and 
addresses of 3 referees, should be sent to the Secretary. Registrars 
Committee, South East Metropolitan Regional Hospital Board, 
11, Portland-place, London, W.1, not later than 18th August, 
1956. 
SOUTH ELMSALL. WARDE-ALDAM HOSPITAL. 
Applications are invited for the post of RESIDENT SURGICAI 
OFFICER (Senior House Officer grade). Warde-Aldam Hospital 
is a general hospital of 39 Beds (general and orthopedic surgery 
and E.N.T.), Furnished flat available. The appointment is of 
attraction to surgeons reading for Fellowship. 

Applications, giving details of qualifications and previous 
experience, with names of 2 referees, to be forwarded to the 
undersigned not later than 15th August, 1956. 

D. G. DAvies, Secretary, 

Pontefract and Castleford Hospital Management Committee. 

Great Northern House, Salter-row, Pontefract, Yorks 
SOUTHALL, MIDDLESEX. ST. BERNARD'S HOSPITAL 
rOR NERVOUS AND MENTAL DISORDERS. Application is invited 
for the post of SENIOR HOUSE OFFICER (resident or non- 
resident). Facilities are afforded junior staff to become versed 
in all branches of psychiatry. National Health Service salary 
and conditions. 

Applications, giving full details and copies of 3 recent testi- 
monials, should be sent to the Physician-Superintendent, within 
14 days of the appearance of this advertisement. 
SOUTHEND-ON-SEA. LANCASTER HOUSE CHEST 
cLinic. Locum SENIOR REGISTRAR required for 4 weeks 
commencing 20th August. Previous experience in chest work 
essential. Accommodation available if required. 

Apply immediately to J. C. FIleLD, Secretary. 

Mar agement Committee Offices, General Hospital, 

Rochford, Essex. 
SOUTHPORT GENERAL INFIRMARY. Junior Hospital 
MEDICAL OFFICER (resident). Whole-time casualty post, 
vacant August. 

Apply, stating age, nationality, qualifications, experience and 

copies of 2 recent testimonials, to Group Secretary, Southport 
and District Hospital Management Committee, Promenade 
Hospital, Southport. 
SOUTHAMPTON CHEST HOSPITAL. (261 Beds.) 
SENIOR HOUSE OFFICER required from mid-August, to be 
responsible for Infectious Diseases Unit. The duties are such 
as to suit a candidate reading for higher examinations. The 
Unit is sited at a Hospital possessing up-to-date tuberculosis 
and thoracic surgical units, whilst the Southampton Group of 
hospitals as a whole affords excellent opportunities for study 
and experience in all branches of medicine. 

Applications, together with copies of recent testimonials, 

should be forwarded as soon as possible to the Group Secretary, 
Southampton Group Hospital Management Committee, Bullar- 
street, Southampton. 
SOUTHAMPTON. ROYAL SOUTH HANTS HOS- 
PITAL. (278 Beds. Recognised for F.R.C.3.) CASUALTY 
OFFICER (Senior House Officer grading) required early in 
August. 

Applications, with copies of testimonials, to be submitted 
as soon as possible to the Secretary, Southampton Group Hos- 
pital Management Committee, Bullar-street, Southampton. 
SOUTHAMPTON. ROYAL SOUTH HANTS HOSPITAL. 
(278 Beds.) ORTHOPAEDIC HOUSE SURGEON required. 
Post recognised for Pre-registration Service and tenable for 
6 months. The Hospital is the centre to which all trauma from 
a large industrial town and port is directed thus providing 
excellent experience in the treatment of traumatic conditions ; 
patients with orthopedic conditions are also drawn from a 
wide area. 

Applications, with copies of testimonials, should be sent as 
soon as possible to the Group Secretary, Southampton Group 
Hospital Management Committee, Bullar-street, Southampton. 
STOCKPORT AND BUXTON HOSPITAL MANAGE- 
MENT COMMITTEE. Applications are invited for the post of 
Locum REGISTRAR in Anesthetics which is now vacant. The 
main duties will be in the hospitals in this Group with some 
duties in the Macclesfield and District Hospital Management 
Committee Group. 

Applications, stating age, experience and qualifications, 
together with copies of 2 testimonials, to be addressed to the 
Secretary, Stockport and Buxton Hospital Management Com- 
mittee, 59n, Shaw-heath, Stockport. 


SKIPTON (near), GRASSINGTON HOSPITAL. (208 
Beds.) JUNIOR HOSPITAL MEDICAL OFFICER required 
for the above Hospital, which provides treatment for tuberculosis 
patients, men and women. Accommodation available for 
single applicants. Post tenable from Ist September, 1956, or 
earlier if desired. 
Applications to Medical Superintendent. 
ST. ALBANS CITY HOSPITAL, St. Albans, Hertford- 
SHIRE. (384 Beds), Locum Tenens CASUALTY OFFICBR 
required for the period Ist-16th September, inclusive. 
Applications to Secretary, Mid Herts Group Hospital Manage- 
ment Committee, Bleak House, Catherine-street, St. Albans. 
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ST. ALBANS CITY HOSPITAL, St. Albans, Hertfordshire. 
(384 Beds.) Locum Tenens ANESTHETIC REGISTRAR 
(resident ), required for the period 13th-26th August, inclusive. 

Applications to Secretary, Mid Herts Group Hospital Manage - 

ment Committee, Bleak House, Catherine-street. St. Albans. 
ST. HELENS AND DISTRICT HOSPITAL MANAGE- 
MENT COMMITTEE. WHISTON HOSPITAL, PRESCOT. (892 Beds.) 
(OBSTETRICAL UNIT—-73 Beds.) Applications are invited for the 
resident post of SENIOR HOUSE OFFICER (obstetrics and 
gynecology), which is recognised for the M.R.C.0.G. and 
D.Obst.R.C.0.G. examinations. Previous obstetrical and 
gynecological experience is essential. 

Applications, stating age, qualifications and expericnee, and 
giving 2 names for refere nce, should be forwarded to 

N. RICHARDS, Group Secretary. 

Whiston Hospital, Prescot. 

SLOUGH, BUCKINGHAMSHIRE. UPTON HOSPITAL. 
Locum SENIOR SURGICAL REGISTRAR required 27th 
August—17th September. 

Applications, with names of 2 referees, to Secretary. 
SHREWSBURY. ROYAL INFIRMARY COP- 
THORNE HOSPITAL. (500 Beds.) HOUSE SURGEON, vacant 
2nd September, 1956. Pre-registration candidates eligible. 
Itecognised for the F.R.C.S. 

Applications, with copy testimonials, to Group Secretary. 
Shrewsbury Hospital Group, Royal Salop Infirmary, Shrewsbury. 
STOCKTON-ON-TEES. THE CHILDREN’S HOS- 
PITAL, Durham-road. (84 Beds.) Applications are invited 
for the post of HOUSE OFFICER or alternatively SENIOR 
HOUSE OFFICER (according to experienge of « ‘andidate). The 
appropriate salary and conditions of service being in accordance 
with the Ministry of Health regulations. 

Applications, with copies of 2 recent testimonials, should be 
forwarded to the undersigned at West Lane Hospital, Middles- 
brough, as early as possible. 

L. BRITTAIN, Group Secretary, 
Cleveland Hospital Management Committee. 
STOKE-ON-TRENT. CITY GENERAL HOSPITAL. 
HOUSE OFFICER (general surgery), vacant now. Pre- 
registration post. Hospital recognised for F.R.C. 

Detailed applications, with copy Soatioouial, to Group 
Secretary, Hospital Management Committee, Princes-road, 
Stoke-on-Trent. 
STOKE-ON-TRENT. CITY GENERAL HOSPITAL. 
HOUSE OFFICER (pediatrics) required, vacant very shortly. 
Pre-registration post. 

Detailed applications, with copy testimonials, to Group 
Secretary, Princes-road, Stoke-on-Trent. 
STOKE-ON-TRENT. CITY GENERAL HOSPITAL. 
HOUSE OFFICER (obstetrics and gynwcology ) required, vacant 
3rd September. Pre-registration post. Recognised for M.R.C.0.G. 
and D.Obst.K.C.0.G. 

Applications to Hospital Management Committee Secretary, 
Princes-road, Stoke-on-Trent, as soon as possible. 
STOKE-ON-TRENT. NORTH STAFFORDSHIRE 
ROYAL INFIRMARY. HOUSE OFFICER (general surgery) 
oe Pre-registration post. Hospital recognised for 

Cs 

Detailed applications, with copy testimonials, to Grou 

Secretary, Hospital Management Committee, Princes-road, 
Stoke-on-Trent. 
STOKE-ON-TRENT. NORTH STAFFORDSHIRE 
ROYAL INFIRMARY. (Gynecology Department.) SENIOR 
HOUSE OFFICER required. Post vacant very shortly. Recog- 
nised for M.R.C.O.G. (Surgery). Experience in abnormal 
obstetrics available, but the work is mainly gynecological. 

Detailed applications, with copy testimonials, to Group 
Secretary, Hospital Management Committee, Princes-road, 
Stoke-on-Trent. 

STRATFORD-ON-AVON HOSPITAL. (163 Beds.) 
Locum CASUALTY OFFICER (Junior Hospital Medical Officer ) 
required from 26th August for period of 4 weeks. 

Apply Hospital See retary. 

SUTTON AND CHEAM HOSPITAL, Cotswold-road, 

SUTTON, SURREY. RESIDENT SENIOR HOUSE OFFICER 

(C Jasualty Officer), vacant 7th September. Post recognised for 
-R.C.S. 

Applications, stating age, experience, and qualifications, with 
copies of recent testimonials and the names of 2 referees, to the 
Group Secretary, St. Helier Hospital, Carshalton, Surrey. 


TAPLOW, near MAIDENHEAD. CANADIAN RED 
CROSS MEMORIAL HOSPITAL. HOUSE SURGEON required for 
Unit of Obstetrics and Gynecology, vacant 4th September. 
Post recognised for M.R.C.0.G. Preference given to candidates 
seeking pre-registration post. 

Applications, stating age, experience and qualifications, with 
copies of 2 testimonials, to Secretary. 
TORQUAY. TORBAY HOSPITAL. (166 Beds.) Senior 
RESIDENT HOUSE OFFICER (anesthetics) required as 
soon as possible. There is a complement of 6 Resident House 
Officers one the Hospital is recognised for the D.A. and for the 
F.F.A.R.C.S. 

Applic en stating qualifications, age, nationality, with copy 
testimonials, to the Group Secretary, Torquay District Hospital 
Management Committee, Torbay Hospital, Torquay, 8S. Devon. 


WELLS, SOMERSET. MENDIP HOSPITAL. Applica- 
tions are invited for the appointme nt of RESIDENT JUNIOR 
HOSPITAL MEDICAL OFFICER at the above Mental Hos- 
pital. Salary and conditions of service in accordance with the 
Whitley Council terms for hospital medical staff. A modern 
bungalow is available at a rent of £69 p.a. inc _ of rates. 
Facilities are av ailable for studying for the D.P.¥ 

Applications, giving partic ulars and names an 4 “adadre sses of 
2 referecs, to be addressed to the Physician-Superintendent, 
Mendip Hospital, Wells, Somerset. 
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TUNBRIDGE WELLS (near), PEMBURY HOSPITAL, 
PEMBURY. Applications invited for appointment of HOUSE 
SURGEON (Senior House Officer) to Orthopedic U nit. Post 
vacant Ist September, 1956; recognised for F.R.C.S. (Eng.) 
and tenable for 1 year. Work includes treatment of ious and 
short stay cases and traumatic surgery with large outpatient 
and fracture clinics. National Health Service salary, less £150 p.a. 
for board, lodging, &c. Accommodation for a married man 
could be arranged. 

Apply, stating age, qualifications and experience with 3 
testimonials, to Group Secretary, Tunbridge Wells Group 

Hospital Management Committee, Sherwood Park, Pembury- 
road, Tunbridge Wells. 
WAKEFIELD. PINDERFIELDS GENERAL HOSPITAL. 
Fully registered HOUS OFFICER required for General 
Surgical Department. £525 p.a. Residential accommodation 
at charge of £125 p.a. 

Written applications, giving full particulars of experience 
&c., and 2 names and addresses for reference, should be addressed 
to W. BOWRING, Group Secretary. 

Victoria Chambers, Wood-street, Wakefield. 

WORTHING GROUP HOSPITAL MANAGEMENT COM- 
MITTEE. Applications are invited for the post of REGISTRAR 
in Pathology, vacant from 28th November, 1956. This is a 
Group appointment with duties at the 2 main Hospitals, South- 
lands Hospital (427 Beds) and Worthing Hospital (273 Beds). 

Forms of application are available from the undersigned. 

. V. OAKTON, Group Secretary. 

129, Brighton-road, Worthing, Sussex. 

WORTHING HOSPITAL, Lyndhurst-road, Worthing. 
Locum Tenens MEDICAL REGISTRAR (resident) required 
for August, 1956. 

Applications, stating age, qualifications, nationality and 
experience with copies of 2 recent testimonials, to be forwarded 
to the Hospital Secretary immediately. 

V. OaKTON, Group Secretary, 

Ww orthing Group Hospital Management ¢ ‘ommittee. 
WATFORD, HERTFORDSHIRE. PEACE MEMORIAL 
HOSPITAL. (208 Beds.) SENIOR HOUSE OFFICER (casualty) 
required for full-time duties in modern department. 2 other 
Casualty Officers employed. Post recognised for F.R.C.S., 
vacant 20th August. 

Applications, with names of 2 referees, to the Administrator. 
WATFORD, HERTFORDSHIRE. ACE MEMORIAL 
HOSPITAL. (208 Beds.) SENIOR HOUSE OFFICER (casualty) 
required for part-time duties in modern department to assist 
2 full-time Casualty Officers. Times of duty can be adjusted 
to — applicant and amount to approximately 26 hours per 
week. 

Applications, with names of 2 referees, to the Administrator. 
WELSH REGIONAL HOSPITAL BOARD. 

REGISTRAR (general surgery), St. Woolos Hospital, New- 
port, Mon (379 Beds). Post covers 56 Beds, recognised F.R.C.S. 
6 months. Non-resident. 

REGISTRAR (obstetrics and gynecology ), St. Asaph General 
and Py ye Hospital (201 Beds). Post recognised for 
M.R.C.O.G. examination. Self-contained flat available. Post 
vac immediatel 

REGISTRAR in Orthopedic Surgery based at Prince Edward 
War Memorial Hospital, Rhyl, to serve Clwyd and Deeside 
Hospital Management Committee. Also required to assist in 
treatment of long- stay orthopaedic cases at area sanatorium. 

Subject to review end of first year. 

Forms of application from Senior Administrative Medical 
Officer, Temple of Peace, Cathays Park, Cardiff, within 14 days. 
WIGAN AND LEIGH HOSPITAL MANAGEMENT COM- 
MITTEE. REGISTRAR in Chest Diseases to the Wigan and 
Leigh and Wrightington Groups of hospitals. 2 busy chest clinics 
and opportunity to gain experience in Thoracic Surgical Unit. 

Applications, together with the names of 2 referees, to the 

Secretary, Wigan and Leigh Hospital Management Committee, 
Knowsley House, Wigan, as soon as possible. 
WILLERBY, EAST YORKSHIRE (near Hull), DE LA 
POLE HOSPITAL. (1174 Beds—mental illness and nervous dis- 
orders.) JUNIOR HOSPITAL MEDICAL OFFICER. Hospital 
has admission-rate of over 850 annually. Modern reception 
hospital, villas and neurosis unit. All modern methods of 
treatment practised. The successful candidate will be engaged 
on work in the admission wards to a considerable extent 
and for duties at a Psychiatric Day Clinic to be opened shortly. 
Accepted for D.P.M. training. Residential. 

Application forms from Group Secretary, Hull B Hospital 

Management Committee, at the above address. 
WORCESTER. RONKSWOOD HOSPITAL. Resident 
ANZSTHETIST (Senior House Officer status) required at end 
of September for post which is recognised by the Faculty of 
Anresthetists. Duties cover all specialties. Married accommo- 
dation available. 

Applications, with names and addresses of 3 referees, to be 
sent to the Hospital Secretary. 

WINCHESTER. ROYAL HAMPSHIRE COUNTY HOS- 
PITAL. (313 Beds.) HOUSE PHYSIC (post-registration 
to the Pediatric Department, vacant 18th September. Pref- 
erence will be given to applic ants wishing to specialise in 
pediatrics. The department is recognised for the D.C.H. 

» Applications, with copies of 2 testimonials, to the Group 
Secretary. 

WARRINGTON GENERAL HOSPITAL. Applications 
are invited for the post of SENIOR HOUSE OFFICER (peedi- 
atrics), Male or Female, which will become vacant op Ist Sep- 
tember, 1956. Post recognised for D.C.H. Scale of salary £745 

a., less £130 for residential emoluments. 

Applications to be forwarded to— 

Hl. L. Boor, Group Secretary, 
Warrington and District Hospital Management Committee. 
c/o General Hospital, Warrington, Lancs. 


WARRINGTON INFIRMARY. (172 Beds.) Applications 
are invited for the vacant post of RESIDENT ANASSTHETIST 
(Male or Female). Graded as Senior House Officer. The Hospital 
is recognised for the D.A. examination. Salary is £745 p.a., less 
a deduction of £130 p.a. for residential emoluments. 
Applications, stating qualifications and experience, should be 
sent to— H. L. Boot, Group Secretary, 
Warrington and District Hospital Management Committee. 
c'o General Hospital, Warrington, Lancs. 
WOLVERHAMPTON GROUP. 
The Royal Hospital, Wolverhampton (an Associated 
co al of the University of Birmingham Medical 
Sct 
HOUSE OFFICER (E.N.T. Department), vacant now. Also 
listed as a pre-registration post. 
HOUSE OFFICER (thoracic and general surgery), vacant 
5th September. Also listed as a pre-registration post. 
Apply Secretary, with copies of testimonials. 


Public Appointments 


BIRMINGHAM. CITY OF BIRMINGHAM. Public 
1LEALTH DEPARTMENT. Applications are invited for appointment 
of Whole-time ASSISTANT MEDICAL OFFICER (Male or 
Female) for maternity and child welfare. The duties will be 
mainly in connection with maternity and child welfare as well 
as the medical aspects of the care of deprived children in the 
care of the Children’s Department. Salary scale £1050—£50 (3)- 
£55 (5)-£1475 p.a. with placement on the scale according to 
qualifications and experience. Pension scheme (including widows 
and orphans), medical examination. 

Applications, giving full particulars of qualifications and 
experience, together with names of 3 persons to whom reference 
inay be made, to be sent to Medical Officer of Health, Council 
House, Birmingham, 3, not later than 13th August. 
BRIGHTON. COUNTY BOROUGH OF BRIGHTON. 
HEALTH DEPARTMENT. Applications are invited for the post of 
ASSISTANT MEDICAL OFFICER OF HEALTH. Diploma 
in Public Health essential. Duties mainly B.C.G. vaccination, 
infant welfare and epidemiology. Salary £1050-£1475 according 
to experience. 

Application forms and further details from the Medical Officer 
of Health, Royal York Buildings, 


Dopp, Town Clerk. 
CUMBERLAND. COUNTY OF CUMBERLAND. Appli- 
cations are invited from registered medical practitioners holding 
the Diploma in Public Health for the mixed whole-time appoint- 
ment of ASSISTANT COUNTY MEDICAL OFFICER AND 
MEDICAL OFFICER OF HEALTH to the Whitehaven 
Borough and the Ennerdale Rural District Councils (combined 
opulation 54,000). As an Assistant County Medical Officer 
S will be on the staff of the ¢ ‘ounty Medical Officer for 5/11ths 
of his time. As Medical Officer of Health for the remaining 
6/liths of his time he will be subject to the Sanitary Officers’ 
(Outside London) Regulations, 1935 and 1951, and to the 
control and direction of the respective district councils. The 
salary will be fixed within the range £1600, rising by increments 
according to scale to a maximum of £1962 in the terms of the 
Medical Whitley Council scales. Travelling and _ subsistance 
allowances in accordance with the National Joint Council scale 
for essential user. Office accommodation and clerical assistance 


Factories Acts, 1937 and “4943 
The following appointments as Appointed Factory Dector are 
vacant. Apply to ¢ a pee of Factories, 19, St. James’s- 


square, London, 8.W. 
Latest date for receipt 


District County of applications 
TODMORDEN LANCASTER .. 25TH AUGUST, 1956 
VENTNOR SOUTHAMPTON 257TH AUGUBT, 1956 


GOVERNMENT OF THE FEDERATION OF RHODESIA 
AND NYASALAND. MINISTRY OF HEALTH. Vacancies : GOVERN- 
MENT MEDICAL OFFICERS (Male). As a result of continued 
expansion in the Medical Services of the Federation further 
vacancies exist for Government Medical Officers. These are 
essentially general duty posts and ee must have com- 
pleted 1 years experience since qualifying Minimum com- 
mencing emoluments, including allowances in lieu of private 
practice, vary between £1400 and £1600 Bo according to 
experience. The maximum basic salary on this “grade is £1800 
but opportunities exist for transfer to centres with private 
practice benefits or promotion to higher grades. 

Application forms and further details from the Public Service 

Attaché, Rhodesia House, 429, Strand, London, W.C.2. Closing 
date 17th August. 
LONDON COUNTY COUNCIL. Psychiatrist (part- 
time) required for sessional work at residential schools and 
homes, duties to include advising staff on care of difficult 
children and the preparation of special reports. Remuneration 
£4 4s. a session of 14-2} hours, plus car mileage allowance. 

Particulars on application form obtainable from the Medical 
Officer of Health (PH/D.1/1497), The County Hall, Westminster 
Bridge, S.E.1, and returnable by 14th August. ot 
WOLVERHAMPTON. COUNTY BOROUGH OF 
WOLVERHAMPTON. Applications Lge for the superannuable 
appointment of SENIOR ASSISTANT SCHOOL MEDICAL 
OFFICER, at a salary of £1555 £50 (2)-£55 (3)-£1820, from 
candidates with e xpe rience as School Medical Officer. 

Applications, giving age, qualifications, experience, present 
and previous appointments with dates, the names of 2 referees 
and endorsed “ Senior Assistant School Medical Officer,”” to 
be forwarded within 14 days of the appearance of this advertise- 
ment to the Director of Education, Education Offices, North- 
street, Wolverhampton. A. G. Dawrry, Town Clerk. 
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MIDDLESEX COUNTY COUNCIL 


iL. County Health 
DEPARTMENT. ASSISTANT MEDICAL OFFICER (Male or 
Female) required initially in Area No. 1 (Edmonton and Enfield). 
Duties include supervision of health of school children, mothers 
and young children, attending health clinics and routine medical 
inspections at schools. Experience in these branches of public 
health work an advantage. Salary £975—£50-£1375 p.a. inclusive 
(under review). Established, pensionable, subject to medical 
assessment and prescribed conditions. 

Apply (no forms), stating age, qualifications, experience and 
names of 2 referees, to Joint Area Medical Officer, Public Offices, 
Enfield, by 24th August (quote T.293L). Canvassing disqualifies. 

KENNETH GOODACRE, Clerk of the County Council. 

Guildhall, Westminster, S.W. 


NOTTINGHAMSHIRE COUNTY COUNCIL. Applica- 
tions are invited for the appointment of SENIOR ADMINIS- 
TRATIVE MEDICAL OFFICER (Male) from duly qualified 
and registered medical practitioners who hold a Diploma in 
Public Health. Applicants should have had general administra- 
tive experience with a Local Health Authority and in connection 
with the School Health Service. Salary £1570 p.a.—£50 p.a.— 
£1620 p.a.-£55 p.a.£2055 p.a. Within this scale the County 
Council are prepared to take into consideration the existing 
salary of the successful candidate in assessing his commencing 
salary. 

Application forms and conditions of appointment are obtain- 


able from me, and completed applications must be returned 
by 25th August, 1956. 
A. R. Davis, Clerk of the County Council. 
Shire Hall, Nottingham. 


SURREY COUNTY COUNCIL. Applications are invited 
for the appointment of Full-time ASSISTANT MEDICAL 
OFFICERS. Applicants must possess either the D.P.H. or 
D.C.H. The main duties will be in connection with the School 
Health and Maternity and Child Welfare Services. Salary 
according to experience on the grade £1050—-£50—£1200-—£55— 
£1475 p.a. The appointment is a to satisfactory medical 
examination, to the provisions of the Local Government Super- 
annuation Acts, 1937-53, and to 3 months notice on either side. 

Application forms from the County Medical Officer, County 
_ Kingston upon Thames, to be returned by 18th August, 

956. 


TREASURY MEDICAL SERVICE. Applications are 
invited from Medical Practitioners, practising in the districts 
detailed below, for appointment, in a part-time and mainly 
advisory capacity, as LOCAL TREASURY MEDICAL 
OFFICER for each of the places or groups of places shown. 
The town shown in brackets after the place-names indicates 
the Head Post Office Area in which the place, or group of places, 
is situated. Successful applicants will be required to examine 
and report on the eaniiiien of certain Government Officers, 
teachers, candidates for appointment, &c., who may be referred 
to them from time to time ; and to attend when summoned to 
an emergency case of accident or sudden illness occurring in a 
Government office in the neighbourhood. Fees for this work, and 
mileage allowance where necessary, will be paid on a scale 
agreed with the British Medical Association. 

Intending applicants should write, within 14 days, to Treasury 
Medical Adviser, Treasury ( ‘hambers, Whitehall, S.W.1, for 
a form on which applic sation may be made. Applicants should be 
not more than 60 years of age. 

The places for which applications are invited are as follows :— 

ENGLAND AND WALES 

Hartley Wintney (basingstoke). 

Bradford (Bradford). 

Newport (Cardigan ). 

Bellingham, West Woodburn, Falstone, and Kielder (Hexham) 

Otterburn (Newcastle-on-Tyne). 

Hethersett (Norwich). 

Totton (Southampton). 

Brownhills (Walsall). 


Glasgow, W.5. 

Glasgow, S.W.3. 

Glasgow, E.3. 

Haddington (Haddington ). 
Kirkcowan (Newton Stewart ). 
Ballachulish (Oban). 

Dollar (Stirling). 


SCOTLAND 


NORTHERN IRELAND 
Lisnacree (Newry). 


TASMANIA. 
practitioners 


Applications are invited from medical 
registrable in Tasmania for the position of 
SPECIALIST ANASTHETIST in the public hospitals of the 
North West Group. Main hospitals are The Devon Public 
Hospital at Latrobe, Burnie Public Hospital, and the Spencer 
Public Hospital at Wynyard. Devon and Burnie Public 
Hospitals have a Surgeon-Superintendent, Medical Super- 
intendent, and 2 Resident Medical Officers. Applicants should 
possess a recognised higher qualification in the specialty. The 
successful applicant will be expected to provide his own car, 
for which an allowance will be payable, according to horse- 
ower, when used on duty. All electric semi-detached house at 
3urnie available. 4 weeks annual recreation leave. Super- 
annuation benefits. Salary from £A2318 by annual increments 
of £450 to £A2568, but an appointment at the maximum 
figure may be made provided suitable qualifications are held. 
Assisted passages for appointee and family can be arranged, 
or alternatively, forward fares only will be refunded over a 
period of 5 years service with the North West Hospital 
Group. 

Applications in duplic ate ,to the 
457, Strand, London, W.C. 
further details may 


Agent-General for Tasmania, 
by 25th August, 1956, from whom 
be 


DEWSBURY. COUNTY BOROUGH OF DEWSBURY. 
Applications are invited for the appointment of DEPUTY 
MEDICAL OFFICER OF HEALTH AND DEPUTY PRINCI- 
PAL SCHOOL MEDICAL OFFICER of the County Borough of 
Dewsbury. Applicants should be registered medical —— 
and possession of a Diploma in Public Health is desirable 
Preference will be given to candidates approved previously by 
the Ministry of Education for ascertainment of educationally 
subnormal children. The salary is £1303 6s. 8d. by 4 increments 
of £55 to £1523 6s. 8d. p.a., plus a car allowance (at present £108 
p.a.). Previous experience will be taken into consideration 
in determining the commencing point on this scale. Housing 
accommodation will be available if required. The appointment 
is permanent and superannuable and the successful candidate 
will be required to pass a medical examination. 

Particulars of the duties and other conditions of the appoint- 
ment, together with application forms, may be obtained from 
the Medical Officer of Health, Municipal Buildings, Halifax- 
road, Dewsbury, Yorkshire, to whom applic ations should be 
sent on or before Saturday, _ September, 1956 

. NORMAN JAMES, Town Clerk. 


Practice 


For an Executive Council post (England and Wales) apply on form E.C.164 

obtainable from the council. Mark envelope ** Vacancy.” 
CIVERPOOL (Speke). Applications invited for a Medical 
Practice (urban)—Doctor resigning. List approximately 3500. 
Accommodation on the estate will be available. Apply on 
Form E.C.16a to the undersigned, not later than Thursday, 
16th August, 1956. 

J DONCASTER, Clerk, Liverpool Executive Council. 

36, Princes-road, Liverpool, 8. 
LIVERPOOL (Scotland Division). 
for a Medical Practice (urban)—death vacancy. List approxi- 
mately 3200. Surgery accommodation available. Apply on 
Form E.C.16A to the undersigned, not later than Thursday, 
16th 1956. 

G. Doncaster, Clerk, Liverpool Executive Council. 

_ 36, Prine es-road, Liverpool, 8. 


“Hospital Services : Non-Medical Appointments 
LLANDOUGH HOSPITAL, Penarth, Glamorganshire. 
Apaite ations are invited for the post of HOSPITAL BIO- 

CHEMIST (Senior grade) at above Hospital. This is 1 of the 2 
main teaching hospitals of the United Cardiff Hospitals. Salary 
mg # £1230) according to Whitley Council P.T.A. Circular 
No. 

pee “ations, with full details and names of 2 referees, to be 
addressed to the Secretary, United Cardiff Hospitals, Cardiff 
Royal Infirmary, Newport-road, Cardiff. 


Miscellaneous 


An opening is available for a Gynecologist/Obstetrician 
at an American Air Force Hospital in Wiltshire to work with 
the Air Foree Obstetrician. Applicant should have completed 
requirements for M.R.C.O.G. Quarters could be provided for a 
bachelor physician. Good salary offered. Physician available 
on a permanent basis only. Appointment would be for a minimum 
period of 2 years.-Applications should be dressed to: 
Capt. M. H. Gori, 7505th U.S.A.F. Hospital, Wroughton, 
near Swindon, Wilts. 

The University of Manchester. Applications are invited 
for the post of Medical Artist who will be responsible for the 
preparation of drawings, diagrams and similar works for members 
of the staff of the Medical School, both in the University and 
in the United Manchester Hospitais. Salary not less than £600 
p.a. Duties to begin in October, 1956, or as early as possible 
thereafter. 

Applications should be addressed to the Registrar, the 
University, Manchester, 13, and should reach him not later than 
lst September, 1956. Applic ants should give the names of 
not more than 3 persons to whom reference may be made and 
may also submit copies of not more than 3 testimonials which 
will not be returned. : 
The Medical Defence Union. 


Applications invited 


Applications are invited 


from registered medical practitioners, not exceed 40 years 
of age, for appointment as an Assistant Secretary to the Medical 


Defence Union. The salary scale will range from £1750, risi 

by annual increments of £50 to £2000 p.a., and the successfu 
applicant will be placed at a point on that scale accor to 
his experience and qualifications for the appointment. he 
practitioner selected will be required to submit to a medical 
examination, and to contribute to the Union’s superannuation 


und. 
Applications (12 copies), stating age, qualifications, and 
medical experience, together with the names of 3 persons to 
whom reference can be made for further information, should 
reach the Secretary, The Medical Defence Union, Tavistock 
House South, Tavistock-square, W.C.1, not later than 25th 
August, 1956 
a Pregnancy Diagnosis by the Xenopus Method,” 24-hour 
service. Send.specimen of urine and £1 Is. fee. Hematology, 
Biochemistry, Flame Photometry.—-WELBECK BIOLOGICAL 
LABORATORIES, 26, Park-crescent, Portland-place, W.1 
(MUSeum 5386-7). 
Applicants for posts requiring testimoniais copied or 
duplicated should communicate with MANTON SECRETARIAL 
SERVICE 98, Victoria-street, S.W.1 (Phone: VICtoria 
0141), who are specialists in this kind of work. 
Microscopes. ny ome prices paid for good modern types. 
Send or bring your e - valuation.— WALLACE HEATON 
Lrp., 127, New Bond-street, W.1. 
For sale. Eimquist Junior Electro Cardiograph in excellent 
condition.-Address, No. 238, THE LANcET Office, 7, Adam- 
street, Adelphi, London, W.C.2. 
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INTRAMUSCULAR IRON 


“The Iron given parenterally was absorb- 
ed from the intramuscular site and 
utilised.’’! 


“Utilisation for haemoglobin production 
was extremely good.’”2 


“In every patient a satisfactory rise in 
the haemoglobin took place.’ 


“....all the patients in the series de- 
veloped a vigorous sense of well-being 
which contrasted very strikingly with 
their previous chronic ill-health.’ 


“From the present series it appears that 
this new iron-dextran complex is a 
notable advance in the treatment of the 
tron deficiency of pregnancy.’’4 


3. B.M.J., 1954, 2, 1255. 
4. LANCET, 1954, 2, 1245. 


LANCET, 1954, 2, 942. 
2. B.M.J., 1964, 2, 1267. 


IMFERON IS THE FIRST 


EFFECTIVE IRON PREPARATION 


FOR INTRAMUSCULAR INJECTION 

IT PROVIDES the rapid, reliable response 
of an order hitherto only obtainable with 
intravenous preparations; and it takes 
much less time to administer. 

IMFERON is indicated for the patient who 
is refractory to, or intolerant of, oraliron; 
and when a rapid response is required, as 
in anaemia of pregnancy. 


TECHNIQUE 
“It was obvious during this study that 
the skill and care of the person giving the 
injections ‘does much to minimise local 
discomfort and staining, and it is signi- 
ficant that only two patients failed to 
attend for further injections.” 

(Lancet, 1954, 2, 1245). 


AMPOULES 2 ml. (100 mg.Fe) bores 10 and 100 
AMPOULES 5 ml. (250 mg.Fe) bores 5 and 50 


Fully-descriptive literature, including dosage Calculator, on 
request. A Technical Information Service is at your disposal. 


IRON- DEXTRAN COMPLEX 


TRADE MARK 


A 


ENGER 
BENGER LABORATORIES LIMITED - HOLMES CHAPEL - CHESHIRE (eencer | 


PRODUCT 


iii 


| 
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Symptomatic 
relief 


in hay 


fever, 
allergic 
rhinitis 


NEOPHRYN WITH ANTIHISTAMINE 

nasal spray relieves nasal congestion 
and reduces local irritation and sneezing. 
There is no C.N.S. stimulation , 
or harmful effect on the mucous membrane, 


and secondary congestion is rare. 


Neophryn is also available without N 0 H N 1 
antihistamine, for simple decongestion. 


It is supplied as a spray, or as drops. $e 


TRADE MARK 


WITH ANTIHISTAMINE 
(phenylephrine HCI 0.5% with thenyldiamine HCI 0.1%) 


PRODUCTS LIMITED NEVILLE HOUSE, KINGSTON-ON-THAMES, SURREY 


Export enquiries to: WINTHROP PRODUCTS LIMITED 


